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My  name  is  Wendy  Kumnick  and 
I  am  from  Springfield,  Missouri.  I 
am  25  years  old  and  have  been  a  ju- 
venile diabetic  since  approximate- 
ly 3  years  of  age.  Much  has  hap- 
pened to  me  over  the  last  5  years, 
and  I  would  like  to  share  some  of 
my  experiences  with  you. 

I  am  considered  a  brittle  juvenile 
diabetic.  There  are  many  complica- 
tions that  have  set  in,  but  through 
intensive  therapy  I  am  overcoming 
some  of  these  obstacles.  Many  of 
the  problems  I  have  had  to  deal 
with  could  have  been  minimized  or 
possibly  prevented  if  I  had  been  re- 
ceiving treatment  from  a  compe- 
tent physician  with  experience  in 
this  field  of  medicine.  This  usually 
means  a  specialist,  which  means 
additional  physician's  fees.  But 
seeing  someone  who  specializes 
in  diabetes,  who  has  hands  on  ex- 
perience, and  also  has  a  good 
workable  knowledge  of  this  dis- 
ease is  very  comforting  in  many 
ways.  It  is  also  important  to  make 
sure  the  doctor  will  communicate 
with  you,  let  you  know  about  your 
condition,  work  with  you,  and  most 
of  all  be  open  and  honest.  This  was 
not  always  easy  for  me  or  my  doc- 
tor, because  the  outcome  was  not 
always  a  "pretty  picture".  But  from 
my  own  experience,  it  is  a  lot  easi- 
er to  accept  the  facts  as  they  are  so 
one  can  make  the  necessary  ad- 
justments, than  to  be  told  "every- 
thing is  fine",  or  "you're  doing 
fine"  and  then  have  unexpected 
complications  send  you  into  a  tail- 
spin.  When  these  complications 
occurred,  I  didn't  understand  the 


Diabetic  Complexity 

by  Wendy  Kumnick 

circumstances,  and  felt  confused. 
There  were  many  questions  that 
could  have  been  answered  pre- 
viously to  help  me  get  a  handle  on 
the  situation  much  more  easily. 

You  see,  until  I  found  a  physi- 
cian I  was  comfortable  with,  any 
problem  I  had  was  much  harder  to 
overcome.  By  knowing  what  to  ex- 
pect, I  was  able  to  deal  with  the  sit- 
uation much  more  easly,  as  well  as 
coping  with  it  mentally. 

When  I  was  20  years  old,  some 
rather  serious  complications  set  in 
practically  overnight.  Did  I  realize 
what  was  going  on?  No!  Why?  I  had 
been  told  all  my  life  I  was  doing 
fine  and  there  was  nothing  wrong. 
But  my  body  was  telling  me  other- 
wise. I  started  having  severe  head- 
aches; my  eyesight  was  fading  in 
and  out;  my  arms  and  legs  were 
becoming  so  numb  that  I  was  hav- 
ing trouble  writing,  holding  ob- 
jects, and  walking;  my  bladder  and 
colon  were  not  functioning  proper- 
ly; and  I  experienced  physical  ex- 
haustion. The  list  goes  on.  I  was  in 
Arkansas  at  the  time.  My  eye  doc- 
tor sent  me  to  a  University  eye  clin- 
ic where  intensive  laser  therapy 
began.  Nothing  was  done  about 
the  remaining  problems  which 
were  becoming  steadily  worse.  I 
was  continually  told  I  was  doing 
fine  and  the  physician  did  not  know 
why  I  was  having  these  symptoms. 
It  got  to  the  point  that  I  was  in  bed 
most  of  the  time. 

I  moved  to  Iowa  and  was  admit- 
ted to  the  hospital  almost  immedi- 
ately. I  remained  there  for  nearly 
2V2  years,  with  very  few  days  at 


home  between  hospital  stays.  Was 
this  fun?  I  spent  more  time  in  the 
hospital  than  in  my  own  home  in 
my  own  bed!  I  praise  the  medical 
staff  that  worked  with  me.  If  it 
hadn't  been  for  their  concern  over 
my  welfare,  I  would  not  be  here 
today.  Friends  of  mine  thought  I 
had  passed  away  after  leaving  Ar- 
kansas due  to  my  tiealth  status. 

I  am  still  recuperating  from 
these  complications.  I've  had  7 
operations  in  two  years,  and  was 
paralyzed  and  in  a  wheel  chair  for 
one  year.  I  was  told  I  would  never 
walk  again,  due  to  a  deteriorating 
nerve  condition  that  would  pro- 
gressively get  worse.  The  cause? 
Diabetes.  Through  the  grace  of 
God  I  am  walking  now.  I  lost  one 
eye  from  complications,  but  was 
able  to  retain  partial  vision  in  the 
other  one,  which  is  a  story  in  it- 
self. 

I  am  doing  much  better  now.  It 
has  meant  a  lot  of  hard  work,  inten-  ^ 
sive  therapy,  the  grace  of  God,  and 
much  support  from  family  and 
friends.  My  friends  include 
members  of  the  National  Federa- 
tion of  the  Blind  (NFB).  They  taught 
me  all  things  are  possible  without 
letting  blindness,  diabetes,  or  any 
other  handicap  affect  my  outlook 
and  goals  in  life.  Through  learning 
to  cope  with  diabetes  and  making 
the  necessary  adjustments  be- 
cause of  the  previously  mentioned 
circumstances,  I  have  recently 
been  granted  permission  to  attend 
college  this  fall. 

Thanks  fellow-federationists! 
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Legislative  Memorandum 


(Editor's  Note:  National  Federation 
of  the  Blind,  1800  Johnson  Street, 
Baltimore,  MD  21230.  Marc  Maurer, 
President.  For  more  information 
contact:  James  Gashel,  Director  of 
Governmental  Affairs  (301)  659- 
9314.  The  following  was  delivered 
to  all  members  of  the  100th  Con- 
gress by  members  of  the  National 
Federation  of  the  Blind.) 

From:  Members  of  the  National 
Federation  of  the  Blind 

To:  Members  of  the  100th  Con- 
gress 

Re:  The  Blind;  A  Legislative  Plat- 
form for  Freedom  —  Priorities 
for  the  First  Session  of  the  100th 
Congress 

"For  what  avail  the  plow  or  sail, 
Or  land  or  life,  if  freedom  fail?" 

—  Ralph  Waldo  Emerson 

"The  history  of  the  world  is  none 
other  than  the  progress  of  the 
consciousness  of  freedom." 

—  Friedrich  Hegel 

"These  things  shall  be  —  a  loftier 

race 
Than  e'er  the  world  hath  known 

shall  rise 
With  flame  of  freedom  in  their 

souls. 
And  light  of  knowledge  in  their 

eyes." 

—  John  Addington  Symonds 

Freedom  is  a  desired  state  of 
being  that  all  people  (blind  and 
sighted  alike)  share  in  common. 
Fifty  thousand  people  (including 
those  who  are  born  blind)  become 
blind  in  the  United  States  each 
year. 

Blind  Americans  share  a  unique 
struggle  for  freedom.  Most  sighted 
people  in  our  society  have  had 
some  contact  with  blindness 
through  friends,  family  members, 
co-workers,  colleagues,  business 
associates,  or  other  forms  of  social 
interaction.  But  despite  these  con- 
tacts, blindness  remains  one  of  the 
most  misunderstood  conditions. 
We  are  not  even  accustomed  to  the 
idea  that  the  blind  would  need  to 
struggle  for  freedom.  The  more 
common  understanding  is  that  the 
blind  (presumably  being  in  need) 
are  taken  care  of.  So  why  would 
they  want  to  be  free?  Assumptions 
such  as  this  are  part  of  the  great 
misunderstanding  about  blind- 
ness, and  that  is  why  we  who  are 
blind  must  now  struggle  for  our 
freedom. 

More  than  anything  (including 
the  physical  limitations  of  blind- 
ness), lack  of  knowledge  and  mis- 
understanding about  blindness  re- 


sult in  public  policies,  public  pro- 
grams, and  even  laws  that  diminish 
opportunities  for  blind  people  to 
exercise  freedom  and  their  poten- 
tial to  the  full.  This  is  why  we  have 
formed  the  National  Federation  of 
the  Blind  (NFB). 

NFB  is  a  private  sector  resource 
of  knowledge,  encouragement, 
and  support  for  the  blind  and  for  all 
people  (blind  or  not)  who  seek 
greater  freedom  and  opportunity 
for  the  blind.  We  are  proud  of  our 
self-help  traditions,  philosophy, 
and  achievements.  The  vast  major- 
ity of  our  members  are  blind.  We 
join  NFB  through  local  chapters 
and  statewide  organizations  every- 
where in  the  United  States. 

We  are  the  voice  of  the  nation's 
blind  —  the  blind  speaking  for 
themselves.  Our  priorities  for  the 
first  session  of  the  100th  Congress 
include  three  freedoms:  (1)  the 
freedom  to  travel;  (2)  the  freedom 
to  work;  and  (3)  the  freedom  to 
learn.  (See  brief  descriptions 
which  follow.)  This  freedom  plat- 
form for  the  blind  is  nothing  less 
than  our  declaration  of  equality  and 
independence  in  three  critical 
areas  o1  human  life. 

Decisions  which  can  and  will  be 
made  during  this  session  of  the 
100th  Congress  will  significantly  af- 
fect our  achievement  of  these 
three  freedoms  for  the  blind  of 
America  today.  Accordingly,  the 
following  positions  are  advanced  in 
order  to  help  focus  the  issues  and 
provide  solutions  that  will  build 
lives  of  freedom  for  the  blind  both 
now  and  in  years  to  come. 

(1)  Freedom  to  travel  —  Con- 
gress should  act  to  assure  fair 
treatment  for  the  blind  in  air  travel. 
This  request  seeks  renewed  and 
continued  actions  by  members  of 
Congress  (including  oversight  by 
appropriate  committees  of  Con- 
gress) aimed  at  freeing  blind  peo- 
ple from  discriminatory  practices 
of  many  commercial  airlines  and 
the  commercial  aviation  industry  it- 
self. The  "Air  Carrier  Access  Act" 
(passed  last  year  and  signed  into 
law)  has  not  yet  been  implemented 
by  the  Department  of  Transporta- 
tion (DOT). 

The  law  (Pub.  L.  99-435)  prohibits 
commercial  airlines  from  discri- 
minating against  qualified  handi- 
capped people.  But  the  airlines' 
and  DOT'S  regulation  writers  and 
enforcement  personnel  are  behav- 
ing as  though  Congress  will  allow 
the  usual  discriminatory  proce- 
dures to  continue  without  further 
action  to  require  fair  treatment  in 
air  travel.  It  seems  that  the  airlines 
and  federal  enforcement  author- 
ities have  little  regard  for  the  law  or 
the  will  of  Congress,  and  there  is 


no  predicting  how  long  the  new  law 
will  be  ignored.  While  it  is  ignored, 
blind  people  are  denied  their  free- 
dom to  fly  without  having  airline 
personnel  whimsically  exercise 
toward  them  misunderstood,  mis- 
applied, and  misguided  proce- 
dures. Most  outrageous  are  the  ar- 
rests of  blind  people  who  take 
seats  assigned  to  them  by  the  air- 
lines and  then  are  arrested  and 
hauled  off  to  jail  for  not  moving. 
Yet,  DOT  enforcement  authorities 
refuse  to  intervene  to  protect  the 
personal  liberties  and  safety  of 
blind  passengers.  The  fact  sheet 
entitled  "Air  Travel  for  the  Blind 
Means  Hostile  Skies:  Action  Need- 
ed Now"  gives  more  details  and 
suggests  specific  actions  that 
should  be  taken  by  all  members  of 
the  100th  Congress. 

(2)  Freedom  to  work  —  Congress 
should  amend  the  Javits-Wagner- 
O'Day  Act  to  provide  that  all  jobs  in 
workshops  supplying  products  to 
the  government  are  made  available 
on  a  priority  basis  to  blind  and  se- 
verely handicapped  persons  who 
qualify.  This  proposal  seeks  spe- 
cific legislative  reforms  to  expand 
the  number  and  type  of  employ- 
ment opportunities  that  are  creat- 
ed for  blind  and  handicapped  peo- 
ple through  special  government 
procurement  arrangements  made 
under  the  Javits-Wagner-O'Day 
Act.  Under  existing  law  direct  labor 
jobs  are  promoted  for  the  blind  and 
handicapped.  This  has  resulted  in 
a  tokenism  approach  in  most  work- 
shops which  employ  only  a  few 
blind  people  in  responsible  jobs. 

The  proposal  for  amendments  to 
the  law  will  assure  more  even- 
handed  opportunities  for  the  blind 
to  participate  in  all  workshop  jobs 
and  to  be  given  training  and  other 
forms  of  consideration  for  employ- 
ment at  increasing  levels  of  re- 
sponsibility and  pay.  The  fact 
sheet  entitled  "Federal  Buying 
From  Workshops  Limits  Job  Op- 
portunities for  the  Blind:  Reforms 
are  Needed  Now"  gives  more  de- 
tails and  background  with  specific 
rationale  for  improving  known  and 
documented  deficiencies  in  work- 
shop hiring  and  employment  prac- 
tices. 

(3)  Freedom  to  learn  —  Con- 
gress should  amend  the  Social  Se- 
curity Act  to  give  blind  beneficiar- 
ies of  Social  Security  Disability  In- 
surance and  Supplemental  Securi- 
ty Income  flexibility  they  need  in 
choosing  acceptable  and  desirable 
sources  of  post-secondary  training 
and  employment  services.  This 
proposal  seeks  to  give  the  blind  a 
free  choice  in  selecting,  design- 
ing, and  receiving  the  assistance 
normally  required  to  become  em- 


ployed and  self-supporting.  Under 
existing  law  beneficiaries  of  Social 
Security  programs  (and  all  other 
blind  people  seeking  training  and 
employment  services)  are  blocked 
in  most  cases  from  obtaining  this 
help  through  any  agency  other 
than  a  single  agency  in  each  state, 
approved  by  the  federal  govern- 
ment. Existing  law  authorizes  So- 
cial Security  to  reimburse  the  state 
agencies  when  a  beneficiary 
achieves  employment,  but  states 
are  reluctant  to  participate  sut)- 
stantially  in  this  "results-oriented" 
program. 

Funding  participants  (rather 
than  programs)  would  be  a  better 
option.  That  can  be  done  by  letting 
each  beneficiary  choose  which 
agency  or  agencies  would  be  most 
responsive.  The  beneficiary  (not  a 
government  agency)  is  often  in  the 
best  position  to  know  which  agen- 
cies can  best  meet  the  need. 
Under  a  plan  which  gives  benefi- 
ciaries a  free  choice  of  agenices 
and  programs,  cost-effective  reim- 
bursement for  training  and  employ- 
ment services  for  the  blind  could 
be  made  to  private  agencies  as 
well  as  to  state  rehabilitation  agen- 
cies. The  outline  and  advantages 
of  the  free  choice  plan  are  present- 
ed in  the  fact  sheet  entitled 
"Breaking  the  Monopoly:  A  Free 
Choice  Plan  for  Training  and  Em- 
ployment of  the  Blind." 

Blind  people  are  asking  for  your 
help  in  securing  positive  action  by 
Congress  and  the  executive 
branch  in  the  areas  outlined  here. 
To  the  extent  necessary  new  legis- 
lation to  achieve  these  and  our 
other  objectives  will  be  introduced 
in  the  100th  Congress. 

Many  priorities  confront  this 
session  of  Congress,  but  the 
needs  of  the  nation's  blind  must 
not  be  neglected  in  the  legislative 
agenda.  We  of  the  National  Federa- 
tion of  the  Blind  stand  ready  to  as- 
sist our  Representatives  and  Sena- 
tors to  understand  our  needs  and 
to  take  meaningful  action  to  ad- 
dress them.  This  year  we  are  seek- 
ing to  achieve  three  priority  goals 
of  freedom  —  freedom  to  travel, 
freedom  to  work,  and  freedom  to 
learn.  In  partnership  with  the  Na- 
tional Federation  of  the  Blind,  each 
member  of  Congress  can  help  se- 
cure these  three  freedoms  for  the 
blind.  Freedom  in  all  areas  of  life  is 
our  greatest  national  resource.  It 
was  the  quest  for  freedom  that 
burned  in  the  hearts  of  the  found- 
ing fathers  of  our  country.  It  is  free- 
dom from  tyranny  and  freedom  to 
achieve  that  have  made  our 
country  great.  So  it  is  for  the  sight- 
ed —  and  so  it  must  be  for  the 
blind. 
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Please  Note:  If  you  have  any  ques- 
tions for  Dr.  James,  please  send 
tfiem  to  tfie  editor.  Tfie  only  ques- 
tions Dr.  James  will  be  able  to  an- 
swer are  the  ones  used  in  his  col- 
umn. 

Question  1:  I  occasionally  have  a 
bad  taste  in  my  mouth.  I  don't  know 
how  to  describe  it  except  it  Is  kind 
of  heavy  but  not  sticky.  Could  this 
be  related  to  sugar  diabetes? 

Answer  1:  As  far  as  I  know  dia- 
betes does  not  cause  this  kind  of 
change  in  one's  taste  sensation. 
Of  course  the  dry  mouth  that  can 
occur  with  high  sugars  and  dehy- 
dration may  give  one  an  unpleas- 
ant sensation. 


Question  2:  I  am  a  pregnant  diabe- 
tic and  want  to  know  if  there  is 
some  sort  of  insulin  withdrawal  my 
child  might  undergo.  Will  insulin  af- 
fect my  newborn  child? 

Answer  2:  Your  child  will  not  un- 
dergo an  insulin  withdrawal  at  the 
time  of  his/her  birth  because  of  the 
insulin  that  you  have  been  taking. 
The  insulin  you  take  does  not 
cross  the  placenta  and  will  not 
enter  the  baby.  Therefore  the  baby 
is  not  exposed  to  your  insulin  as 
such.  On  the  other  hand,  sugar 
from  your  blood  crosses  the  pla- 
centa, and  the  baby's  blood  sugar 
will  be  a  direct  reflection  of  your 
blood  sugar  level.  If  you  have  too 
much  insulin  resulting  in  an  insulin 


What  is  Sugar  Diabetes? 


In  order  to  function  properly,  we 
must  digest  the  food  eaten.  In  the 
digestion  process,  carbohydrates 
(sugars  and  starches)  are  convert- 
ed into  a  simple  sugar  called  glu- 
cose. Glucose  is  absorbed  into  the 
bloodstream  from  the  stomach  and 
the  intestines.  The  bloodstream 
carries  the  glucose  to  the  heart 
which  then  pumps  it  to  all  parts  of 
the  body.  All  parts  of  the  body 
need  glucose  for  energy.  When  it 
reaches  the  part  of  the  body  where 
it  is  needed,  it  has  to  enter  the 
cells  so  it  can  be  used.  Glucose 
cannot  get  into  the  cells  without 
having  help. 

Insulin  is  the  agent  that  provides 
this  help.  Insulin  helps  transport 
the  glucose  into  the  body  cells.  In- 
sulin is  made  by  a  gland  called  the 
pancreas.  The  pancreas  is  in  the 
abdomen  just  below  the  stomach 
and  it  makes  insulin  whenever  it  is 
needed. 

If  the  pancreas  is  working  prop- 
erly it  will  make  just  enough  insulin 
to  match  the  glucose  made  from 
the  digested  food. 

The  pancreas  of  a  person  with 


diabetes  does  not  make  insulin 
properly,  or  the  body  doesn't  use 
the  insulin  correctly.  When  there  is 
not  enough  insulin  being  made, 
high  levels  of  sugar  or  glucose 
build  up  in  the  blood  stream.  If  the 
body  is  not  being  fed  with  glucose, 
then  it  will  start  eating  up  its  fat 
stores.  A  person  can  lose  consid- 
erable weight,  as  their  body  is  ac- 
tually eating  itself. 

The  kidneys  serve  to  filter  the 
substances  in  the  blood  stream 
that  are  not  useful.  When  too  much 
glucose  builds  up  in  the  blood- 
stream, the  kidneys  make  so  much 
urine  to  filter  out  the  excess  glu- 
cose that  the  body  tends  to  get 
dried  out.  This  makes  us  urinate  a 
lot  and  we  must  drink  a  lot  of  extra 
liquid  to  make  up  for  all  the  urine 
passed. 

In  summary,  insulin  is  a  hor- 
mone which  the  body  needs  to 
properly  convert  food  to  glucose 
and  energy.  Diabetes  is  a  condition 
in  which  there  is  not  sufficient  in- 
sulin available  to  the  body,  thus 
there  is  too  much  sugar  in  the 
bloodstream. 


reaction,  at  that  time  the  unborn 
child's  sugar  will  be  low  also. 
There  is  no  good  evidence  that  this 
causes  any  real  detrimental  effect 
on  the  unborn  child.  This  is  proba- 
bly because  you  usually  do  some- 
thing during  an  insulin  reaction  to 
bring  your  sugar  back  up  and  thus 
at  the  same  time  bring  the  unborn 
child's  sugar  back  up. 

If  your  sugars  are  high  prior  to 
the  birth  of  your  child,  this  means 
the  child's  sugar  at  the  time  will  be 
high.  Because  the  child  has  a  nor- 
mal pancreas  and  will  be  able  to 
produce  insulin,  it  will  have  plenty 
of  insulin  present  at  the  time  of 
birth.  When  it  is  suddenly  with- 
drawn from  your  high  sugar  (which 
is  its  source  of  sugar  up  until  the 
time  of  birth)  and  it  has  a  lot  of  in- 
sulin present,  then  its  sugar  will 
fall  rapidly  and  it  will  develop  hy- 
poglycemia. This  might  be  inter- 
preted as  a  withdrawal  from  the 
mother's  high  blood  sugar  at  the 
time  of  birth,  but  certainly  is  not 
the  result  of  withdrawing  from  the 
mother's  insulin.  This  results  from 
the  mother  not  having  enough  in- 
sulin to  keep  her  blood  sugar  down 
prior  to  the  time  of  birth. 

Question  3:  What  determines  if  a 
person  is  classified  as  a  borderline 
diabetic  or  diabetic? 

Answer  3:  Several  years  ago  dia- 
betes doctors  from  around  the 
world  got  together  and  agreed  on  a 
common  terminology  and  a  com- 
mon classification  in  terms  of  the 
various  types  of  glucose  intoler- 
ance. What  was  once  called  bor- 
derline diabetes  is  now  referred  to 
as  impaired  glucose  tolerance.  The 
distinction  between  the  individual 
with  borderline  diabetes  (impaired 
glucose  tolerance)  and  the  diabetic 
is  determined  by  the  two  hour  oral 
glucose  tolerance  test.  Those  Indi- 
viduals with  diabetes  have  one 
blood  glucose  value  between  the 
fasting  and  the  two  hour  sample  as 
well  as  the  two  hour  sample  that 
exceeds  200  mg.%.  Those  with 
borderline  diabetes  have  one  value 
between  the  fasting  and  two  hour 
sample  that  exceeds  200  mg.%,  but 
the  two  hour  sample  is  less  than 
200  mg.%. 

Question  4:  Why  can't  insulin  be 
taken  orally? 


Answer  4:  Insulin  cannot  be 
taken  orally  because  it  is  a  protein 
and  will  be  broken  down  by  the  di- 
gestive enzymes  in  the  intestinal 
tract  just  like  any  other  protein 
such  as  meat  or  eggs.  Therefore  it 
will  be  destroyed.  Very  little  of  it 
will  be  absorbed. 

Question  5:  Do  you  recommend 
U-100  disposable  syringes  or  glass 
syringes  that  have  to  be  boiled  for 
sterilization? 

Answer  5:  Either  disposable 
syringes  or  glass  syringes  that 
must  be  sterilized  can  be  used  for 
administration  of  insulin.  I  usually 
recommend  the  disposable 
syringes  simply  because  they  can 
be  thrown  away  after  use  and  one 
does  not  need  to  bother  with  steri- 
lizing them.  However,  if  cost  is  a 
problem  glass  syringes  that  can  be 
used  repeatedly,  sometimes  for 
many  years,  will  be  much 
cheaper. 

Question  6:  Would  you  explain  the 
procedure  which  allows  insulin  to 
be  sprayed  into  the  nose  instead  of 
being  injected?  Who  would  I  con- 
tact If  I  were  Interested  in  volun- 
teering to  test  this  procedure? 

Answer  6:  Insulin,  like  some 
other  medicines,  can  be  sprayed 
Into  the  nose  where  It  will  be  ab- 
sorbed through  the  mucous  mem- 
branes lining  the  air  passages.  At 
the  present  time  this  does  not  ap- 
pear to  be  a  practical  way  ot  treat- 
ing diabetes  because  of  several 
problems.  Such  preparations  may 
irritate  the  nose  and  cause  consid- 
erable difficulties.  Another  prob- 
lem is  variable  absorption  of  the  In- 
sulin from  time  to  time;  for  examp- 
le, if  one  sneezes  this  may  blow 
some  of  the  insulin  out  of  the  nose 
and  thus  it  will  not  be  absorbed. 
Also,  absorption  may  be  affected 
by  infections  such  as  colds,  or  con- 
ditions such  as  allergies  like  hay 
fever. 

I  do  not  personally  know  who  is 
doing  research  with  nasal  insulin, 
but  I  am  sure  it  is  being  done  at 
some  of  the  university  related  dia- 
betes centers  around  the  country. 
On  the  other  hand,  I  think  there 
would  be  no  great  need  tor  volun- 
teers since  many  people  are  will- 
ing to  help  out  with  this  type  of  re- 
search. 


If  you  or  a  friend  would  like  to  remember  the  National  Federation  ot 
ttie  Blind  in  your  will,  you  can  do  so  by  employing  ttie  following  lan- 
guage: 

"/  give,  devise,  and  bequeatt)  unto  National  Federation  of  the  Blind, 
1800  Johnson  Street,  Baltimore,  Maryland  21230,  a  District  of  Columbia 
nonprofit  corporation,  the  sum  of  S (or  " Per- 
cent of  my   net   estate"   or    "the   following   stocks   and   bonds: 


")  to  be  used  for  its  worthy  purposes  on  behalf  of  blind 


persons. 
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Perspectives  From  Far  and  Near 

by  Ed  Bryant 


I  have  been  a  member  of  the  Na- 
tional Federation  of  the  Blind  (NFB) 
for  about  eight  years,  and  today  I 
will  present  some  of  my  observa- 
tions about  our  organization.  I 
know  numerous  NFB  members 
throughout  the  country  and  at  this 
writing  will  share  the  ideas  passed 
on  to  me  by  many  Federationists. 

NFB  has  well  over  50,000 
members  and  is  the  largest  and 
oldest  organization  of  the  blind  In 
the  United  States.  The  greater  mis- 
sion of  NFB  is  to  serve  all  blind 
people  no  matter  how  tough  or 
time-consuming  a  particular  prob- 
lem or  need  may  be. 

The  founders  of  the  National 
Federation  of  the  Blind  were  in- 
trepid spirits  and  pioneers  who 
worked  tirelessly  to  enrich  the 
lives  of  all  blind  people.  They 
worked  to  dispell  the  myths  and 
misconceptions  about  the  inabili- 
ties of  the  blind,  and  to  end  the 
widespread  discrimination  that 
most  blind  people  were  faced  with. 
There  were  widespread,  pervasive 
convictions  and  stereotypic  socie- 
tal attitudes  to  the  effect  that  we, 
the  blind,  could  not  do  very  much 
of  anything.  Although  somewhat 
diminished,  these  attitudes  still 
exist. 

Our  forefathers  started  the  or- 
ganized blind  movement  and  got 
our  gearshifts  out  of  the  "park" 
position  and  into  the  "drive"  mode 
or  "go  forward"  position.  Our 
movement  has  come  a  long  way 
over  the  past  45  years,  but  there  is 
still  widespread  discrimination  and 
much  work  is  left  to  do. 

Like  our  early  leaders,  today's 
Federationists  are  brave  because 
we  must  continuously  be  ready  to 
assist  the  blind  person  who  is 
treated  unfairly  or  like  a  second- 
class  citizen.  There  are  blind  edu- 
cators who  are  refused  employ- 
ment simply  because  they  are 
blind.  There  are  many  employers 
who  refuse  to  give  blind  people  a 
chance  to  do  a  job  because  of  their 


blindness.  There  are  airlines  that 
do  not  let  the  blind  sit  in  their  as- 
signed seats  and  refuse  to  let  us 
walk  aboard  airplanes  with  other 
passengers.  There  are  buslines 
that  refuse  to  permit  blind  people 
to  purchase  tickets  like  everyone 
else,  or  treat  adult  blind  persons 
like  infants  on  buses.  There  are 
cases  where  city  or  state  agencies 
have  attempted  to  take  children 
away  from  blind  parents.  These  sit- 
uations are  all  drawn  from  recent 
experiences,  talk  to  any  Federa- 
tionist  and  you  will  hear  of  other 
stories  Just  as  disturbing. 

We  know  that  blindness  is  not 
synonymous  with  inability,  just  as 
we  know  that  we  can  do  almost 
anything  we  want  if  we  are  given 
proper  training  and  opportunity. 
We  don't  ask  for  anything  special. 
We  want  only  to  be  part  of  the 
American  dream  and  to  be  given 
the  opportunity  for  gainful  employ- 
ment. We  want  to  be  allowed  to 
"make  it  or  not  make  it"  in  life  just 
like  our  sighted  brothers  and  sis- 
ters. 

My  special  interest  is  diabetes 
because  it  is  part  of  my  life  and  I 
must  keep  it  under  control.  Dia- 
betes is  one  of  the  leading  causes 
of  blindness  and  the  Diabetic  Divi- 
sion of  the  National  Federation  of 
the  Blind  supports  diabetics  who 
are  undergoing  vision  loss  due  to 
retinopathy.  We  support  all  diabe- 
tics who  have  ramifications  of  the 
disease,  but  we  also  know  that 
blind  people  are  discriminated 
against  much  more  than  diabetics 
who  are  not  blind. 

There  are  many  areas  of  interest 
within  the  framework  of  NFB.  Divi- 
sions are  composed  of  members  of 
the  Federation  who  are  not  re- 
quired (although  they  are  en- 
couraged) to  join  state  affiliates  in 
order  to  hold  Federation  member- 
ship. Following  are  some  of  the  di- 
visions: Braille,  Computer 
Science,      Diabetic,      Educators, 


Human  Services,  Lawyers,  Mer- 
chants, Music,  Parents  of  Blind 
Children,  Public  Employees,  Se- 
cretaries and  Transcribers,  Shel- 
tered Shop  Employees,  Student, 
and  Writers. 

While  divisions  determine  their 
own  membership  and  elect  their 
own  officers,  committees  do  not. 
Some  of  our  committees  are:  Cor- 
respondence, Cultural  Exchange, 
Dog  Guide,  Library  Services, 
Parental  Concerns,  Senior  Blind 
and  White  Cane. 

There  are  local  NFB  chapters  in 
almost  every  city  of  any  size  in  the 
United  States.  Job  opportunities 
for  the  Blind  (JOB)  is  a  special  na- 
tionwide job  listing  and  referral 
service  sponsored  by  NFB  and  the 
U.S.  Department  of  Labor.  There  is 
no  charge  for  this  service  and  any 
questions  can  be  answered  by  call- 
ing (toll  free)  800-638-7518.  If  you 
desire  information  about  any  ser- 
vice that  NFB  offers  or  if  you  know 
any  blind  person,  please  contact 
the  National  Federation  of  the 
Blind,  1800  Johnson  Street,  Balti- 
more, MD  21230;  phone  (301)  659- 
9314. 

There  are  many  popular  terms 
that  begin  to  describe  us,  but  none 
of  them  captures  the  work,  the 
spirit  of  the  enthusiasm  of  the  Fed- 
eration. We  are  an  advocacy  group, 
a  provider  of  legal  defense,  a  self- 
help  group,  a  government  watch- 
dog, a  special  interest  group  and  a 
public  information  center.  We 
make  loans  to  blind  persons  wish- 
ing to  start  their  own  businesses. 
We  also  make  loans  for  high-priced 
technology  that  would  otherwise 
be  beyond  the  reach  of  most  of  us. 
We  award  scholarships  to  deserv- 
ing blind  students  at  both  the  state 
and  national  level.  We  also  publish 
a  wide  range  of  materials  which 
cover  Issues  affecting  the  blind  — 
be  they  blind  pre-schoolers  or  sen- 
ior citizens. 

As  I  list  the  many  things  we  do,  I 


realize  more  clearly  that  the  true 
reason  most  people  are  Federa- 
tionists is  not  contained  here. 
What  makes  us  unique  and  of  value 
to  blind  people  is  that  we  are  the 
blind  speaking  for  ourselves.  We 
have  a  positive,  upbeat  philosophy 
of  what  it  means  to  be  blind.  We 
know  that  it  is  not  such  a  profound 
tragedy  to  be  blind.  We  are  a  via- 
ble, thriving  organization  which 
brings  hope  to  a  group  which  has 
often  been  viewed  as  hopeless. 
We  are  the  people  that  say  "come 
out"  when  the  ophthalmologists 
say  go  home,  there's  nothing  more 
to  be  done.  We  are  the  organiza- 
tion which  encourages  blind  peo- 
ple who  have  failed  thus  far  at 
every  turn,  and  we  are  also  the  or- 
ganization that  wrestles  with  those 
blind  people  who  think  they  are  su- 
perior because  they  can  perform 
routine  activities  that  others  view 
as  miraculous. 

For  some  blind  people,  we  are 
the  path  to  many  services.  For 
some,  we  are  the  way  to  survive 
while  trying  to  get  services.  The 
National  Federation  of  the  Blind  is 
important  to  blind  people  because 
we  say  it  is  respectable  to  be  blind 
and  we  believe  It. 

As  federationists,  we  are  part  of 
a  very  knowledgeable,  dynamic 
and  powerful  organization.  We  are 
a  team  which  works  to  serve  all 
blind  people  regardless  of  circum- 
stances. We  know  that  the  day  will 
come  when  every  blind  person  will 
be  able  to  hold  his  or  her  head  high 
with  self-esteem  and  be  a  contri- 
buting, viable  member  of  society. 

Societal  attitudes  will  change 
and  people  will  realize  that  those  of 
us  who  happen  to  be  blind  are  not 
inept,  but  rather  capable,  responsi- 
ble citizens.  Yes,  the  National  Fed- 
eration of  the  Blind  stands  for  se- 
curity, equality,  and  opportunity. 

The  above  thinking  is  from  Fed- 
erationists far  and  near.  That's  how 
Federationists  see  things  today. 


Imagine  a  large  dam  with  water 
on  one  side.  Let  us  imagine  that 
the  water  is  blood  sugar.  No  water 
will  go  over  the  dam  (sugar  into  the 
urine)  until  it  goes  up  over  the  top 
of  the  dam.  That  is  the  "threshold 
level." 

For  most  people  the  blood  sugar 
level  has  to  reach  about  200  before 
sugar  will  spill  into  the  urine,  but 
this  varies. 

In  older  people  sometimes  it  is 
higher,  such  as  a  blood  sugar  read- 


What  Is  the  Renal  Threshold? 


ing  of  300.  This  is  where  blood 
sugar  testing  can  really  help.  If  the 
urine  is  negative  all  of  the  time, 
you  need  to  test  your  blood  sugar 
level.  If  your  blood  sugar  is  200  to 
300  all  of  the  time,  then  you  need  to 
increase  your  insulin.  If  your 
threshold  level  is  250  to  300  and  you 
are  still  spilling  sugar,  then  you 
know  that  things  are  really  out  of 
whack! 

Sugar  in  the  urine  tells  you  that 


blood  sugar  has  spilled  over  the 
dam,  or  your  renal  threshold.  Each 
of  us  is  different.  Some  of  us  can 
have  urines  negative  for  sugar  and 
have  blood  sugars  that  are  too 
high.  You  can  still  spill  sugar  in  the 
urine,  as  in  pregnancy,  when  the 
threshold  is  low,  and  still  have 
pretty  good  blood  sugars.  We 
should  have,  and  need  to  have, 
blood  sugar  tests  as  well  as  urine 
sugar  tests.  They  both  help.  The 


trouble  with  just  blood  sugars  in  a 
lot  of  people  is  they  bounce  around 
all  over  the  place,  and  we  don't 
have  a  real  sense  of  where  they 
are.  Urine  testing  compliments 
blood  tests,  and  helps  us  a  lot. 

It  is  very  important  that  we  dia- 
betics control  our  diabetes.  This 
means  we  should  use  both  urine 
sugar  testing  and  blood  sugar  test- 
ing. This  is  HIGHLY  RECOMMEND- 
ED by  medical  professionals. 
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Never  Give  Up 

by  Ken  Carstens 


I  was  sitting  in  a  chair  facing  two 
parallel  bars,  grabbing  the  rails.  I 
gingerly  walked  towards  the  end  of 
the  bars  and  back  again.  What  an 
exhilarating  feeling,  I  grinned  and 
shouted  to  my  wife  Linda,  "look  I 
am  walking."  What's  so  great 
about  that?  Well  after  sitting  and 
working  in  a  wheelchair  for  four 
months  it  was  wonderful. 

At  the  age  of  eleven,  I  was  diag- 
nosed as  a  brittle  diabetic.  It  was 
not  much  of  a  surprise  to  my 
parents,  as  most  of  my  aunts  and 
uncles  and  two  cousins  on  my 
mother's  side  were  diabetic.  Like 
most  teenagers  I  did  not  take  care 
of  myself  as  I  should  have.  I  did  ev- 
erything possible  to  hide  the  dis- 
ease from  my  friends.  At  that  time  I 
lived  on  a  farm  with  my.  parents. 
Being  an  only  son,  I  hoped  to  take 
over  the  family  farm.  In  those  days 
farming  was  a  little  different  than  it 
is  today.  Hay  and  straw  bales,  ma- 
nure and  grain  were  handled  by 
hand.  At  the  age  of  29,  five  years 
after  I  married  my  wife  Linda,  I 
began  to  lose  my  sight.  We  had  a 
farm  sale  and  moved  into  town. 
The  laser  beam  was  In  the  experi- 
mental stage  at  that  time.  The  doc- 
tors who  examined  my  eyes  told 
me  it  was  too  late,  within  a  year  I 
was  blind. 

The  first  16  years  as  a  blind  per- 
son, I  operated  a  coffee  and  light 
lunch  counter.  At  the  age  of  39,  my 
kidneys  began  to  fail.  In  the  spring 
of  '75, 1  began  dialysis  treatments,  I 
was  told  because  my  blood  was  of 
a  rare  type,  the  wait  for  a  donor  kid- 
ney could  be  a  long  one.  Fortuna- 
tely, my  oldest  sister  proved  to  be 
the  best  match.  After  three  months 
of  dialysis  a  successful  transplant 
was  performed.  I  was  just  begin- 
ning to  get  back  to  an  active  life, 
when  I  noticed  a  small  cut  on  the 
top  of  my  left  big  toe.  Because  of 
the  high  dosage  of  prednisone  that 
I  was  on  at  the  time,  my  resistance 
to  infection  was  very  low.  The 
small  wound  became  infected  and 
within  a  few  weeks,  the  front  half  of 
my  foot  had  to  be  amputated.  Six 
weeks  later  it  had  not  healed.  My 
leg  was  then  ambutated  below  the 
knee.  All  my  life  I  have  enjoyed 
out-door  activities  such  as  walking, 
riding  bikes,  motorcycling,  canoe- 
ing and  gardening.  Fearing  that  all 
these  activities  would  cease,  I  be- 
came very  depressed.  After  get- 
ting an  artificial  leg  I  soon  found 
out  I  could  still  walk,  ride  bikes, 
dance  and  do  most  of  the  things  I 
did  before.  We  did  sell  our  motor- 
cycle and  snowmobile,  but  put  our 
guns  in  a  gun  case  where  they  still 
rest. 


I  continued  to  operate  the  coffee 
shop  for  seven  years.  It  became 
evident  during  this  time  that  be- 
cause of  poor  circulation,  my  right 
leg  was  getting  weaker  all  the  time. 
The  building  where  my  coffee  shop 
was  located,  was  remodeled  in 
1982.  Vending  machines  replaced 
over  the  counter  service.  It  became 
evident  that  I  would  have  to  take 
further  training  to  continue  in  the 
stand  program.  My  legs  were  just 
too  weak  to  endure  the  standing 
required  for  training  and  servicing 
of  the  machines. 

All  of  my  life  I  have  enjoyed 
working  with  wood.  So  at  this  time 
my  wife  and  I  decided  to  make  and 
sell  woodcraft  for  a  living.  Most  of 
the  work  could  be  done  sitting 
down  at  the  pace  we  wanted.  At 
first  we  were  a  little  leary  of  keep- 
ing busy  with  this  occupation.  Our 
fears  soon  ended.  By  selling  at 
craft  shows  and  from  our  home,  we 
soon  found  we  were  busier  than 
ever,  finding  less  time  for  fishing, 
camping  and  bike  riding  than  be- 
fore. 

My  leg  continued  to  weaken  and 
after  a  blister  became  infected  a 
doctor  at  the  University  of  Minne- 
sota suggested  a  by-pass  graft, 
rerouting  the  flow  of  blood  to  my 
foot.  The  blood  would  flow  down 
the  veins  instead  of  the  arteries. 
After  the  operation,  the  doctor  who 
performed  the  surgery  said  that 
because  of  small  veins,  the  opera- 
tion was  not  a  complete  success 
but  should  help  to  keep  my  foot 
longer.  I  continued  to  have  blisters 
that  became  infected  even  with  or- 
thopedic and  custom  made  shoes. 
One  was  healed  with  the  use  of  a 
new  healing  method  at  the  Univer- 
sity of  Minnesota.  Last  fall  it  hap- 
pened again.  After  a  week  in  the 
hospital  with  a  high  fever  and 
swelling,  I  asked  the  doctor  to  re- 
move the  leg.  Having  such  good  re- 
sults with  my  left  leg,  it  did  not 
bother  me  to  lose  that  one  too.  Im- 
mediately after  the  operation  my 
fever  left  and  my  appetite  returned. 
Five  days  later,  I  returned  home 
and  was  in  my  shop  working  the 
next  morning.  By  cutting  off  the 
arms  of  an  old  wheelchair,  lower- 
ing my  saw  and  moving  some 
equipment,  I  found  it  almost  as 
easy  to  work  as  before.  The  next 
Friday  after  I  got  home  we  were 
working  at  a  craft  show.  As  it  was 
the  month  before  Christmas,  the 
busiest  time  of  the  year  for  us,  I  at- 
tended two  more  shows  selling 
from  my  wheelchair.  Six  weeks 
after  the  amputation  I  received  my 
new  leg.  It  was  tender  and  I  had  to 
learn  to  walk  all  over  again.  At  first. 


I  experienced  sore  spots  on  my 
stump  but  after  some  minor  adjust- 
ments the  problems  were  solved. 
Three  months  after  the  amputa- 
tion, I  was  able  to  walk  as  well  as  or 
better  than  before,  with  less  pain. 
Those  who  don't  know  me  can't  tell 
that  I  have  two  prosthesis.  I  do  not 
walk  alone  outside  my  house  as  my 
balance  is  not  good  as  before,  and 
the  danger  of  falling  and  breaking 
bones  is  too  great.  There  are  some 
things  that  are  more  difficult  to  do 
than  others.  Getting  out  of  chairs 
and  going  down  stairs  give  me  the 
most  problem.  With  practice  and 
with  the  use  of  handrails,  hopefully 
with  time  it  will  get  better.  I  am  not 
sorry  that  I  made  the  decision  that  I 
did.  I  can  now  stand  and  walk 
longer  than  I  could  for  years. 

I  got  the  frosting  on  the  cake  this 
spring  and  we  diabetics  don't  get 
frosting  very  often.  When  we  got 
out  our  tandem  bike,  I  found  it  just 
as  easy  to  ride  and  we  rode  over 
four  miles  the  first  day. 

A  lawyer  friend  of  mine  said  he 
would  never  take  a  case  of  mine  to 
court,  as  I  didn't  have  a  leg  to  stand 
on.  I  replied  maybe  he  should  be- 
cause I  would  never  get  cold  feet 
and  give  up. 


My  message  to  all  diabetics  is 
this.  Do  everything  possible  to  pre- 
vent the  problems  I  have  had  in  my 
life.  But  if  the  ramifications  do 
occur  never  give  up.  With  the  use 
of  alternative  techniques  we  can 
lead  a  happy  and  productive  life. 

Here  is  some  advice  that  may 
help  prevent  the  loss  of  feet  and 
legs.  Do  not  go  barefoot  indoors  or 
out.  I  have  heard  of  diabetics  los- 
ing their  feet  by  stepping  on  bro- 
ken glass  or  other  sharp  objects. 
One  person  I  know  pulled  a  door 
over  her  foot,  another  walked 
across  pavement  on  a  hot  day.  My 
first  ulcer  came  from  a  scratch 
from  another  toenail  while  sleep- 
ing. Wearing  socks  in  bed  will  pre- 
vent this  from  happening.  Never 
trim  toenails  or  calluses  yourself,  it 
is  best  to  have  a  professional  do 
this.  Always  wear  well  fitting 
shoes,  preferrably  orthopedic  or 
custom  made.  Exercise  will  also 
help  circulation.  Riding  a  bike  or 
walking  is  better  then  running  or 
jogging.  Smoking  will  hinder  circu- 
lation and  should  be  avoided  by  all 
diabetics.  Some  of  these  tips  might 
seem  restrictive  now,  but  are  less 
than  the  loss  of  legs. 


Glycosated  Hemoglobin 


This  is  a  test  that  tells  you,  look- 
ing back,  what  your  average  blood 
sugar  level  has  been  for  three  or 
four  months  at  a  time.  The  test 
could  be  called  Sugars  Hemoglo- 
bin Test.  Hemoglobin  A1C  is  an- 
other name  for  this  test. 

Hemoglobin  is  a  protein  that 
happens  to  be  inside  red  blood 
cells.  Red  blood  cells  carry  oxygen 
to  the  tissues  located  on  hemoglo- 
bin. Sugar  (glucose)  is  in  the  blood 
stream  and  it  can  freely  get 
through  the  membrane  on  the  red 
blood  cell,  to  get  inside  the  blood 
cell  where  it  ties  onto  the  hemoglo- 
bin. Hemoglobin  plus  sugar  leads 
to  a  hemoglobin  with  sugar  stuck 
on  it,  similar  to  a  superglue.  It  is 
like  a  superglue  because  it  doesn't 
loosen  its  grasp.  The  amount  of 
sugar  stuck  onto  hemoglobin  de- 
pends on  how  high  the  blood  sugar 
is. 

Each  red  blood  cell  lives  about 
four  months  and  then  it  dies  and 
breaks  up,  and  new  ones  are  born. 
If  you  draw  a  blood  sample  you  will 


get  old  blood  cells  and  young 
blood  cells.  When  they  are 
averaged  together  you  can  tell  ex- 
actly what  the  average  blood  sugar 
has  been. 

Everybody,  whether  diabetic  or 
not,  makes  glycosalated  hemoglo- 
bin. If  you  are  not  diabetic,  about 
5%  of  your  hemoglobin  has  glyco- 
salated hemoglobin.  Hemoglobin 
A1C  is  just  a  specific  name  for  one 
type  of  hemoglobin.  If  you  have 
diabetes,  as  much  as  15%  to  20% 
of  your  hemoglobin  could  have 
sugar  on  it.  For  every  1%  that  this 
goes  up,  the  average  blood  sugar 
goes  up  about  30. 

For  example,  a  hemoglobin  A1C 
of  6  represents  an  average  blood 
sugar  of  about  120.  If  it  goes  up  to  7 
then  the  blood  sugar  is  about  150;  if 
the  A1C  gets  up  to  8,  that's  about  a 
blood  sugar  of  180;  if  it  goes  up  to  9 
that's  about  210;  and  so  forth. 

Hemoglobin  A1C  test  can  be 
valuable  for  all  diabetics.  All  of  us 
can  better  control  our  diabetes. 
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(Note:  Royanne  is  a  diabetic,  wife, 
mottier,  paralegal,  auttior,  and  per- 
son! She  is  also  a  member  of  The 
Diabetic  Division  of  the  National 
Federation  of  the  Blind.) 

I  have  had  insulin  dependent 
diabetes  mellitus  (IDDM)  for  23 
years  now.  Experiences  and  emo- 
tions have  run  strong  throughout 
those  23  years.  Complications  and 
realities  of  just  hovi/  serious  this 
disease  actually  is  did  not  really 
come  home  to  me  until  just  recent- 
ly vi/hen  I  developed  proliferative 
diabetic  retinopathy,  requiring 
special  care,  treatment  and  sur- 
gery. 

As  a  child  with  diabetes  I  was 
never  treated  any  differently  than 
my  siblings,  nor  was  I  allowed  any 
special  excuses  for  any  feelings, 
emotions  or  problems  I  was  having 
in  dealing  with  my  disease,  my 
peers,  or  just  life.  Being  raised 
with  that  attitude  really  helped  me 
in  the  long  run  as  I  was  never 
caught  feeling  sorry  for  myself.  Of 
course,  one  always  questions 
"Why  me?"  sooner  or  later  in  life, 
but  It  was  not  the  center  or  focal 
point  of  my  fife. 

My  childhood  memories  are 
strong  and  happy.  I  went  to  camp 
with  friends  (regular  camp,  not  dia- 
betic camp),  was  active  in  roller 
skating  in  my  leisure  hours,  and 
had  quite  a  babysitting  service  fol- 
lowing which  kept  me  in  the  black 
most  of  the  time  with  my  finances 
as  a  teenager. 

Some  frightening  memories  of 
coping  with  diabetes  as  a  child  in- 
cluded a  time  when  my  blood 
sugars  finally  got  to  the  "normal" 
range.  We  were  not  educated  as  to 
just  exactly  what  that  meant.  In  my 
mind  I  thought  I  was  normal  again 
and  could  eat  whatever  I  wanted. 
The  first  thing  I  indulged  in  was  a 
Hershey  chocolate  bar  at  school. 
But,  oh,  was  I  wrong!  By  the  time  I 
got  home  from  school  my  blood 
sugars  were  just  skyrocketing, 
with  the  4+++  sugars  and  ke- 
tones already  spilling  in  my  urine. 
Mom  didn't  know  what  to  do  with 
me  and  contacted  the  doctor  right 
away.  I  assume  he  explained  to  her 
that  a  normal  blood  sugar  does  not 
mean  no  longer  having  the  dis- 
ease. However,  I'm  not  even  sure 
he  took  the  time  to  explain  this  to 
her. 

The  night  before  Mom  was  going 
to  begin  my  daily  insulin  injections 
for  me  she  was  really  scared.  I  re- 
member her  relating  to  me  several 
months  later  how  she  had  a  night- 


Hope 

by  Royanne  R.  Hollins 


mare  of  a  giant  syringe  walking 
around  in  her  thoughts  and  her 
daily  life.  She  said  that  the  giant 
syringe  would  be  a  constant  threat 
to  me  and  she  did  not  want  to  hurt 
me  in  any  way.  I  had  a  younger 
brother  who  died  at  the  age  of 
three  from  diabetic  complications 
and  pneumonia,  an  uncle  who  died 
as  a  young  adult  from  diabetes  and 
Mom's  mother  who  also  died  as  a 
young  adult  of  diabetic  complica- 
tions. 

My  first  shot  from  Mom  was  just 
fine.  I  gave  her  all  the  support  I 
could  muster  at  the  ripe  old  age  of 
nine.  The  education  given  to  chil- 
dren and  families  of  IDDM  patients 
23  years  ago  was  little  or  none.  You 
were  given  the  very  basics  of  this 
is  the  way  it  is,  is  the  way  it  is  going 
to  be,  is  the  way  it  is  going  to  stay, 
and  that's  that.  There  was  no  effort 
made  for  any  proper  diet  educa- 
tion, proper  exercise  education, 
nor  any  answers  as  to  the  whys 
and  what  fors. 

After  my  experience  with  the 
yummy  Hershey  bar  at  school 
lunch,  I  was  visiting  one  of  my  best 
friends.  Her  family  did  not  under- 
stand my  disease,  didn't  really  ask 
any  questions  and  when  I  ex- 
plained I  could  not  have  certain 
things  to  eat  because  of  the  dis- 
ease, they  did  not  want  to  believe 
me  and  did  not  accept  what  I  was 
saying.  Therefore,  the  next  thing  I 
remember  is  being  swayed  into 
having  a  few  more  cracker  snacks 
than  I  should  have  had  and,  oh  yes, 
let's  toss  in  a  Hostess  cupcake  and 
see  how  that  throws  everything  off 
kilter.  Once  again,  by  the  time  I  got 
home  from  my  visit  my  blood  sugar 
was  still  on  the  rise  with  urine  tests 
resulting  in  4-1— 1-+  and  ketones 
spilling  all  over  the  place.  My  poor 
Mom  was  really  fit  to  be  tied.  What 
could  she  do?  She  was  doing  ev- 
erything she  knew  of  that  was  the 
best  for  me. 

Shortly  after  that  experience  I 
started  to  wise  up  and  no  longer 
told  people  about  my  diabetes.  My 
diabetes  became  something  that  I 
felt  I  had  to  hide.  It  was  so  easy  to 
hide  it  because  there  was  nothing 
that  was  obviously  wrong  or  dif- 
ferent with  me.  I  wasn't  missing  a 
leg,  confined  to  a  wheelchair, 
missing  my  speech  or  mental  fa- 
culties and  actually  looked  normal 
in  every  sense  of  the  word.  Hiding 
my  diabetes  really  began  to  work.  I 
would  not  have  to  deal  with  it  in  the 
open,  I  would  not  have  to  explain 
things  over  and  over  and  over 
again  to  new  people  I  would  meet 


or  work  with,  and  when  tempted 
with  the  "goodies"  of  life,  I  would 
just  say  "no  thank  you"  or  go 
ahead  and  partake  of  it  without 
anyone  the  wiser,  and  that  would 
be  the  end  of  it.  No  more  peer 
pressure! 

While  hiding  my  diabetes  I  fol- 
lowed my  diet  as  closely  as  I  could. 
I  would  measure  my  foods  and 
soon  felt  that  I  knew  the  exact  mea- 
surements without  spoons  or  mea- 
suring cups.  Soon  I  began  to  crave 
all  of  those  "goodies"  I  was  not 
supposed  to  have.  I  began  to  sneak 
those  "goodies"  and  became  a 
closet  eater/snacker/sugar  gour- 
met.   However,    one    day    I    got 


caught.  Mom  walked  in  as  I  had  my 
hand  on  a  piece  of  chocolate 
devil's  food  cake  with  chocolate 
icing.  She  told  me  to  put  it  back 
without  realizing  that  half  was  al- 
ready in  my  mouth.  I  ran!  Cake  and 
all,  I  ran!  Mom  chased  me  round 
and  round  the  house  until  finally 
catching  up  with  me  In  my 
brothers'  room.  By  that  time  I  could 
barely  breathe,  as  the  cake  went 
down  the  wrong  pipe  and  I  was 
gasping  heavily  to  catch  some 
breath,  no  matter  how  small.  I  an- 
grily threw  the  cake  down  and 
cried.  I  don't  remember  the  words 
that  were  spoken  between  us,  but 
oh,  I  do  remember  the  look  in 
mother's  eyes.  The  look  of  fear, 


the  look  of  anger,  the  look  of  com- 
passion and  the  look  of  worry  all 
rolled  into  one. 

The  rest  of  my  teenage  years 
were  spent  in  trying  my  best  to  fol- 
low the  plan.  My  rebellion  did  not 
come  until  I  left  home,  began  work 
and  put  myself  through  college. 
During  my  college  years  I  was  real- 
ly in  rebellion  to  the  max.  I  still  hid 
my  diabetes  at  that  time  and  felt 
even  stronger  than  ever  that  I  had 
to  be  just  like  everyone  else.  To  go 
on  a  date  and  let  that  cute  ail-Amer- 
ican guy  know  I  was  diabetic  would 
have  been  out  of  the  question!  No 
way  was  I  about  to  become  vulner- 
able. Well,  college  came  and  went, 
boys  came  and  went  and  finally, 
my  job  skills  began  to  increase  and 
I  was  beginning  to  feel  good  about 
myself. 

At  the  age  of  19  I  married  and  felt 
that  this  was  the  ultimate.  I  would 
no  longer  have  any  worries,  any 
cares,  nor  any  problems  (including 
diabetic  complications).  My  knight 
in  shining  armor  would  take  care  of 
me  for  the  rest  of  my  life.  However, 
I  was  working  at  the  time  of  my 
marriage  and  have  continued  to  re- 
main in  the  work  force  ever  since. 

I  desired  a  family  —  to  bear  chil- 
dren and  raise  them  —  very,  very 
much.  My  husband  was  active  duty 
military  and  I  reaped  the  benefits  of 
all  of  the  latest  research  and  best 
medical  care  a  person  in  my  medi-  ■ 
cal  health  could  ask  for  at  that  time. 
After  two  pregnancies  and  two 
serious  miscarriages  I  was  advised 
not  to  have  children,  as  my  life 
would  be  in  danger.  Therefore,  my 
husband  and  I  decided  to  adopt. 
We  have  since  successfully  adopt- 
ed two  boys  and  really  feel  fulfilled 
in  our  parental  desires. 

Eventually,  feelings  of  vulnera- 
bilities began  to  emerge.  My  hus- 
band was  always  the  first  to  read 
them  and  did  all  he  could  to  build 
my  self-confidence  and  self-es- 
teem. 

In  December  of  1984  I  changed 
doctors,  to  an  endocrinologist  who 
specializes  in  diabetes,  one  of  the 
best  diabetologists  in  my  area  I  am 
told.  I  am  very  thankful  I  was  able  to 
become  a  patient  of  his.  Th«.,  edu- 
cation, training  and  instruction  I 
have  received  just  since  that  time 
has  so  far  surpassed  the  total  I  had 
received  in  the  previous  21  years 
that  I  was  amazed. 

I  feel  confident  now  that  I  know 
answers  to  questions  that  dwelled 
within  me  for  years.  At  the  same 
time  I  was  feeling  really  special  in 
that  many  of  the  common  compli- 
cations and  problems  experienced 
by  other  diabetics  of  my  age  with  a 
214-  year  duration  were  just  not 
part  of  my  vocabulary  or  personal 
knowledge. 

Then  it  happened.  After  22  years 
with  the  disease,  the  change  in  my 
eyes  was  to  the  point  that  a  spe- 
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I  was  sitting  in  a  chair  facing  two 
parallel  bars,  grabbing  the  rails.  I 
gingerly  walked  towards  the  end  of 
the  bars  and  back  again.  What  an 
exhilarating  feeling,  I  grinned  and 
shouted  to  my  wife  Linda,  "look  I 
am  walking."  What's  so  great 
about  that?  Well  after  sitting  and 
working  in  a  wheelchair  for  four 
months  it  was  wonderful. 

At  the  age  of  eleven,  I  was  diag- 
nosed as  a  brittle  diabetic.  It  was 
not  much  of  a  surprise  to  my 
parents,  as  most  of  my  aunts  and 
uncles  and  two  cousins  on  my 
mother's  side  were  diabetic.  Like 
most  teenagers  I  did  not  take  care 
of  myself  as  I  should  have.  I  did  ev- 
erything possible  to  hide  the  dis- 
ease from  my  friends.  At  that  time  I 
lived  on  a  farm  with  my.  parents. 
Being  an  only  son,  I  hoped  to  take 
over  the  family  farm.  In  those  days 
farming  was  a  little  different  than  it 
is  today.  Hay  and  straw  bales,  ma- 
nure and  grain  were  handled  by 
hand.  At  the  age  of  29,  five  years 
after  I  married  my  wife  Linda,  I 
began  to  lose  my  sight.  We  had  a 
farm  sale  and  moved  into  town. 
The  laser  beam  was  In  the  experi- 
mental stage  at  that  time.  The  doc- 
tors who  examined  my  eyes  told 
me  it  was  too  late,  within  a  year  I 
was  blind. 

The  first  16  years  as  a  blind  per- 
son, I  operated  a  coffee  and  light 
lunch  counter.  At  the  age  of  39,  my 
kidneys  began  to  fail.  In  the  spring 
of  '75, 1  began  dialysis  treatments.  I 
was  told  because  my  blood  was  of 
a  rare  type,  the  wait  for  a  donor  kid- 
ney could  be  a  long  one.  Fortuna- 
tely, my  oldest  sister  proved  to  be 
the  best  match.  After  three  months 
of  dialysis  a  successful  transplant 
was  performed.  I  was  just  begin- 
ning to  get  back  to  an  active  life, 
when  I  noticed  a  small  cut  on  the 
top  of  my  left  big  toe.  Because  of 
the  high  dosage  of  prednisone  that 
I  was  on  at  the  time,  my  resistance 
to  infection  was  very  low.  The 
small  wound  became  infected  and 
within  a  few  weeks,  the  front  half  of 
my  foot  had  to  be  amputated.  Six 
weeks  later  it  had  not  healed.  My 
leg  was  then  ambutated  below  the 
knee.  All  my  life  I  have  enjoyed 
out-door  activities  such  as  walking, 
riding  bikes,  motorcycling,  canoe- 
ing and  gardening.  Fearing  that  all 
these  activities  would  cease,  I  be- 
came very  depressed.  After  get- 
ting an  artificial  leg  I  soon  found 
out  I  could  still  walk,  ride  bikes, 
dance  and  do  most  of  the  things  I 
did  before.  We  did  sell  our  motor- 
cycle and  snowmobile,  but  put  our 
guns  in  a  gun  case  where  they  still 
rest. 


I  continued  to  operate  the  coffee 
shop  for  seven  years.  It  became 
evident  during  this  time  that  be- 
cause of  poor  circulation,  my  right 
leg  was  getting  weaker  all  the  time. 
The  building  where  my  coffee  shop 
was  located,  was  remodeled  in 
1982.  Vending  machines  replaced 
over  the  counter  service.  It  became 
evident  that  I  would  have  to  take 
further  training  to  continue  in  the 
stand  program.  My  legs  were  just 
too  weak  to  endure  the  standing 
required  for  training  and  servicing 
of  the  machines. 

All  of  my  life  I  have  enjoyed 
working  with  wood.  So  at  this  time 
my  wife  and  I  decided  to  make  and 
sell  woodcraft  for  a  living.  Most  of 
the  work  could  be  done  sitting 
down  at  the  pace  we  wanted.  At 
first  we  were  a  little  leary  of  keep- 
ing busy  with  this  occupation.  Our 
fears  soon  ended.  By  selling  at 
craft  shows  and  from  our  home,  we 
soon  found  we  were  busier  than 
ever,  finding  less  time  for  fishing, 
camping  and  bike  riding  than  be- 
fore. 

My  leg  continued  to  weaken  and 
after  a  blister  became  infected  a 
doctor  at  the  University  of  Minne- 
sota suggested  a  by-pass  graft, 
rerouting  the  flow  of  blood  to  my 
foot.  The  blood  would  flow  down 
the  veins  instead  of  the  arteries. 
After  the  operation,  the  doctor  who 
performed  the  surgery  said  that 
because  of  small  veins,  the  opera- 
tion was  not  a  complete  success 
but  should  help  to  keep  my  foot 
longer.  I  continued  to  have  blisters 
that  became  infected  even  with  or- 
thopedic and  custom  made  shoes. 
One  was  healed  with  the  use  of  a 
new  healing  method  at  the  Univer- 
sity of  Minnesota.  Last  fall  it  hap- 
pened again.  After  a  week  in  the 
hospital  with  a  high  fever  and 
swelling,  I  asked  the  doctor  to  re- 
move the  leg.  Having  such  good  re- 
sults with  my  left  leg,  it  did  not 
bother  me  to  lose  that  one  too.  Im- 
mediately after  the  operation  my 
fever  left  and  my  appetite  returned. 
Five  days  later,  I  returned  home 
and  was  in  my  shop  working  the 
next  morning.  By  cutting  off  the 
arms  of  an  old  wheelchair,  lower- 
ing my  saw  and  moving  some 
equipment,  I  found  it  almost  as 
easy  to  work  as  before.  The  next 
Friday  after  I  got  home  we  were 
working  at  a  craft  show.  As  it  was 
the  month  before  Christmas,  the 
busiest  time  of  the  year  for  us,  I  at- 
tended two  more  shows  selling 
from  my  wheelchair.  Six  weeks 
after  the  amputation  I  received  my 
new  leg.  It  was  tender  and  I  had  to 
learn  to  walk  all  over  again.  At  first, 


I  experienced  sore  spots  on  my 
stump  but  after  some  minor  adjust- 
ments the  problems  were  solved. 
Three  months  after  the  amputa- 
tion, I  was  able  to  walk  as  well  as  or 
better  than  before,  with  less  pain. 
Those  who  don't  know  me  can't  tell 
that  I  have  two  prosthesis.  I  do  not 
walk  alone  outside  my  house  as  my 
balance  is  not  good  as  before,  and 
the  danger  of  falling  and  breaking 
bones  is  too  great.  There  are  some 
things  that  are  more  difficult  to  do 
than  others.  Getting  out  of  chairs 
and  going  down  stairs  give  me  the 
most  problem.  With  practice  and 
with  the  use  of  handrails,  hopefully 
with  time  it  will  get  better.  I  am  not 
sorry  that  I  made  the  decision  that  I 
did.  I  can  now  stand  and  walk 
longer  than  I  could  for  years. 

I  got  the  frosting  on  the  cake  this 
spring  and  we  diabetics  don't  get 
frosting  very  often.  When  we  got 
out  our  tandem  bike,  I  found  it  just 
as  easy  to  ride  and  we  rode  over 
four  miles  the  first  day. 

A  lawyer  friend  of  mine  said  he 
would  never  take  a  case  of  mine  to 
court,  as  I  didn't  have  a  leg  to  stand 
on.  1  replied  maybe  he  should  be- 
cause I  would  never  get  cold  feet 
and  give  up. 


My  message  to  all  diabetics  is 
this.  Do  everything  possible  to  pre- 
vent the  problems  I  have  had  in  my 
life.  But  if  the  ramifications  do 
occur  never  give  up.  With  the  use 
of  alternative  techniques  we  can 
lead  a  happy  and  productive  life. 

Here  is  some  advice  that  may 
help  prevent  the  loss  of  feet  and 
legs.  Do  not  go  barefoot  indoors  or 
out.  I  have  heard  of  diabetics  los- 
ing their  feet  by  stepping  on  bro- 
ken glass  or  other  sharp  objects. 
One  person  I  know  pulled  a  door 
over  her  foot,  another  walked 
across  pavement  on  a  hot  day.  My 
first  ulcer  came  from  a  scratch 
from  another  toenail  while  sleep- 
ing. Wearing  socks  in  bed  will  pre- 
vent this  from  happening.  Never 
trim  toenails  or  calluses  yourself,  it 
is  best  to  have  a  professional  do 
this.  Always  wear  well  fitting 
shoes,  preferrably  orthopedic  or 
custom  made.  Exercise  will  also 
help  circulation.  Riding  a  bike  or 
walking  is  better  then  running  or 
jogging.  Smoking  will  hinder  circu- 
lation and  should  be  avoided  by  all 
diabetics.  Some  of  these  tips  might 
seem  restrictive  now,  but  are  \ess 
than  the  loss  of  legs. 


Glycosated  Hemoglobin 


This  is  a  test  that  tells  you,  look- 
ing back,  what  your  average  blood 
sugar  level  has  been  for  three  or 
four  months  at  a  time.  The  test 
could  be  called  Sugars  Hemoglo- 
bin Test.  Hemoglobin  A1C  is  an- 
other name  for  this  test. 

Hemoglobin  is  a  protein  that 
happens  to  be  inside  red  blood 
cells.  Red  blood  cells  carry  oxygen 
to  the  tissues  located  on  hemoglo- 
bin. Sugar  (glucose)  is  in  the  blood 
stream  and  it  can  freely  get 
through  the  membrane  on  the  red 
blood  cell,  to  get  inside  the  blood 
cell  where  it  ties  onto  the  hemoglo- 
bin. Hemoglobin  plus  sugar  leads 
to  a  hemoglobin  with  sugar  stuck 
on  it,  similar  to  a  superglue.  It  is 
like  a  superglue  because  it  doesn't 
loosen  its  grasp.  The  amount  of 
sugar  stuck  onto  hemoglobin  de- 
pends on  how  high  the  blood  sugar 
is. 

Each  red  blood  cell  lives  about 
four  months  and  then  it  dies  and 
breaks  up,  and  new  ones  are  born. 
If  you  draw  a  blood  sample  you  will 


get  old  blood  cells  and  young 
blood  cells.  When  they  are 
averaged  together  you  can  tell  ex- 
actly what  the  average  blood  sugar 
has  been. 

Everybody,  whether  diabetic  or 
not,  makes  glycosalated  hemoglo- 
bin. If  you  are  not  diabetic,  about 
5%  of  your  hemoglobin  has  glyco- 
salated hemoglobin.  Hemoglobin 
A1C  is  just  a  specific  name  for  one 
type  of  hemoglobin.  If  you  have 
diabetes,  as  much  as  15%  to  20% 
of  your  hemoglobin  could  have 
sugar  on  it.  For  every  1%  that  this 
goes  up,  the  average  blood  sugar 
goes  up  about  30. 

For  example,  a  hemoglobin  A1C 
of  6  represents  an  average  blood 
sugar  of  about  120.  If  it  goes  up  to  7 
then  the  blood  sugar  is  about  150;  if 
the  A1C  gets  up  to  8,  that's  about  a 
blood  sugar  of  180;  if  it  goes  up  to  9 
that's  about  210;  and  so  forth. 

Hemoglobin  A1C  test  can  be 
valuable  for  all  diabetics.  All  of  us 
can  better  control  our  diabetes. 
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(Editor's  Note:  This  article  appears 
in  Diabetes  Reports  newsletter 
January,  1987  vol.  4,  #1  published 
by  the  Kentucky  Diabetes  Founda- 
tion.) 

Over  the  past  decade  some  dra- 
matic changes  in  the  approach  to 
care  of  the  patient  w/ith  diabetes 
have  occurred.  Perhaps  one  of  the 
basic  directions  which  these 
changes  have  taKen  us  is  the  con- 
scious increase  of  the  patient's  in- 
volvement in  his/her  care.  Home 
monitoring,  intensive  insulin  thera- 
py programs,  and  other  types  of 
management  or  monitoring  have 
led  to  the  recognition  for  the  need 
to  provide  accurate,  concise,  spe- 
cific patient  instructions.  One 
piece  of  the  patient's  "home  man- 
agement puzzle"  which  is  some- 
times not  emphasized  is  the  pru- 
dent use  ol  nonprescription  drug 
products.  Perhaps  part  of  the  di- 
lemma is  the  fact  that  much  of  the 
public  does  not  view  these  agents 
as  significant  or  potentially  harm- 
ful. 

Over  350,000  different  nonpre- 
scription drug  products  are  mar- 
keted, but  these  contain  only  about 
700  active  ingredients.  One  must 
understand  that  safety,  effective- 
ness, and  proper  labelling  have  too 
often  been  missing  parameters 
from  these  medications.  The  first 
national  piece  of  legislation  aimed 
at  protection  —  Pure  Food  and 
Drug  Act  of  1906  —  was  one  which 
mandated  compliance  ONLY  to  the 
manufacturer's  claim  of  contents. 
Subsequently  the  1938  Federal 
Food,  Drug,  and  Cosmetic  Act 
mandated  proof  of  safety  as  a  re- 
sult of  the  sulfanilamide  related 
deaths.  The  1962  Drug  Amend- 
ments required  that  all  drugs  be 
shown  to  be  effective  for  the  in- 
tended use.  This  applied  to  non- 
prescription agents  also.  But  with 
so  many  products  available,  how 
could  an  adequate  review  be  con- 
ducted? The  FDA  Advisory  Review 
Panel  chose  instead  to  review  the 
effectiveness  of  the  ingredients 
rather  than  the  product  itself.  The 
dose  and  frequency  for  its  effecti- 
veness are  also  evaluated.  Ingre- 
dients are  classified  as; 

Category  I  —  Generally  recog- 
nized as  safe  and  effective  for  the 
claimed  indication. 

Category  II  —  Not  generally  re- 


cognized as  safe  and  effective  or 
unacceptable  indications. 

Category  III  —  Insufficient  data 
available  to  permit  final  classifica- 
tion. 

The  process  to  review  and  cate- 
gorize the  nonprescription  prod- 
ucts has  been  a  long,  arduous  one 
which  required  a  significant  com- 
mitment of  time.  Through  this 
process  the  efficacy  and  safety  of 
each  product  has  been  assessed, 
with  the  review  having  been  print- 
ed in  the  Federal  Register. 

Drugs  containing  sugar  or  other 
agents  that  have  caloric  value  have 
the  potential  to  interfere  with  the 
control  of  blood  glucose  in  diabetic 
patients.  Patients  with  diabetes 
can  sometimes  become  quite 
bewildered  in  attempting  to 
choose  medicinal  products  be- 
cause of  their  possible  caloric  ef- 
fect on  their  diabetes.  Instructing 
patients  about  nonprescription 
products  which  have  ingredients 
that  end  in  "-ose"  due  to  sugar 
content  or  "-ol"  due  to  the  alcohol 
or  potential  sugar-alcohol  content 
is  both  too  general  and  incom- 
plete. Proper  counselling  regard- 
ing nonprescription  drug  use 
should  include  some  label  reading 
guidelines,  but  not  be  limited  to 
that.  Additionally,  setting  bounda- 
ries for  product  use  can  be  help- 
ful. 

Patients  could  be  given  a  list  of 
products  that  are  sugar-free.  How- 
ever, experience  reveals  that 
sugar-free  products  are  quite  fre- 
quently reformulated,  outdating 
many  lists  quite  rapidly.  Also,  the 
relative  importance  of  sugar-free 
products  must  be  continually  re- 
viewed. A  dose  of  cough/cold  pre- 
paration may  contain  no  more 
sugar  than  an  orange,  but  the 
stress  from  the  infection  may  wor- 
sen the  glycemic  control  more  sig- 
nificantly. 

Patients  with  diabetes  should 
generally  avoid  medicinal  agents 
containing  sugar.  The  amount  of 
glucose  or  calories  in  a  single  dose 
of  any  product  is  not  likely  to  cause 
an  acute  problem  in  most  diabetic 
patients,  depending  on  the  type  of 
diabetes  and  the  methods  used  by 
the  patient  to  control  the  condition. 
Diabetics  should  be  trained  to 
monitor  their  blood  glucose  levels 
carefully  especially  when  ill  due  to 
another  problem.  If  a  drug  that  con- 


tains ingredients  producing  calo- 
ries is  prescribed  or  recommended 
to  treat  another  condition,  a  patient 
who  monitors  blood  glucose  levels 
regularly  can  detect  an  Increase 
and  make  therapy  adjustments 
(diet  and  drug  therapy)  to  counter- 
act the  calories  produced  by  in- 
gesting the  drug.  The  common 
sweetener  used  in  sugar-free  pre- 
parations is  saccharin.  Limitations 
by  the  FDA  have  altered  the  avail- 
able sugar-free  preparations. 

Now  let's  look  at  some  specific 
guidelines  when  choosing  over- 
the-counter  products.  One  of  the 
primary  types  of  products  is  anal- 
gesics. Salicylates  have  been  do- 
cumented to  alter  urine  glucose 
tests  and  induce  a  hypoglycemic 
effect  at  fairly  high  doses.  Aceta- 
minophen is  an  alternative  to  sali- 
cylates, but  its  renal  effects  are  not 
desirable  In  most  patients  with  dia- 
betes. Ibuprofen  is  also  an  alterna- 
tive, but  limitations  exist  related 
also  to  its  renal  effects.  Again,  the 
key  is  properly  instructing  the  pa- 
tient on  prudent,  as  needed,  use  of 
any  of  these  products  rather  than 
continual  use  without  supervision. 
For  the  patient  with  diabetes,  sali- 
cylates may  be  the  common 
choice.  Acetaminophen,  if  use 
levels  are  limited  with  absence  of 
renal  involvement,  could  be  con- 
sidered. For  coughs  and  colds, 
generate  your  own  list  of  sugar- 
free,  alcohol-free  preparations  to 
recommend.  Actually,  these 
agents  (as  syrups)  usually  contain 
per  dose  about  the  amount  of 
sugar  in  a  large  orange.  But,  in 
some  patients  with  diabetes  this 
can  be  important.  Most  of  the  prod- 
ucts' levels  of  sympathomimetic 
amines  are  not  really  high  enough 
to  significantly  alter  glucose  as 
much  as  the  infection.  Again,  how- 
ever, education  about  what  "pru- 
dent" use  (dose  recommended 
length)  is  needed.  Recommending 
a  nasal  decongestant  spray  to 
avoid  the  need  for  systemic  decon- 
gestant is  often  advisable. 

Oral  hygiene  Is  another  con- 
cern. Recommendations  should  in- 
clude use  of  a  non-abrasive  tooth- 
paste and  regular  flossing.  Low  or 
not  alcohol-containing  mouth- 
washes are  the  products  of  choice 
as  a  mouthwash.  These  products 
do  have  a  good  level  of  patient  ac- 
ceptance. 


Foot  care  choices  should  avoid 
or  limit  the  use  of  salicylic  acid  and 
other  Irritant  or  caustic  chemicals. 
The  patient  should  be  instructed 
about  the  vital  need  to  avoid  these 
chemicals  unless  physician  pre- 
scribed with  specific  instructions. 
Dry  skin  is  frequently  a  problem  in 
the  patient  with  diabetes;  the  need 
for  moisturizing  agents  cannot  be 
overemphasized.  Examine  the  con- 
tent of  these  products  for  mois- 
turizing the  skin  and  eliminate  the 
use  of  preparations  containing  irri- 
tant substances  —  you  may  be  sur- 
prised. 

What  is  useful  when  an  antacid 
is  needed?  What  Is  your  patient's 
answer?  Again,  one  concern  may 
be  sugar  content.  With  the  poten- 
tial diabetic  link  to  other  disorders, 
one  may  wish  to  consider  other 
factors.  Sodium  content  is,  of 
course,  an  Issue  with  patients  hav- 
ing cardiovascular  disease.  Sever- 
al low  sodium  preparations  are 
now  marketed  for  clinical  use.  An- 
other gastrointestinal  need  some- 
times has  to  do  with  the  need  for  a 
bulk  forming  laxative.  H/lost  of 
these  products  are  now  labelled 
with  sugar  and  caloric  content  for 
choice.  All  patients  should  keep  in 
mind  that  sugar-free  products  still 
have  caloric  value. 

Perhaps  the  best  advice  is  to  de- 
velop a  list  of  nonprescription  drug 
choices,  and  a  frequently  updated 
checklist  for  patient  recommenda- 
tions (as  follows).  The  pharmacist 
is  a  prime  individual  to  be  involved 
in  the  product  selection.  One  very 
useful  reference  among  others  is 
the  Handbook  of  Nonprescription 
Drugs,  published  by  the  American 
Pharmaceutical  Association. 

Patient  Education  Checldist 

•  Label  reading:  avoid  -ose, 
-ol  chemicals 

•  Check  caloric/sugar  content 
labelling 

•  Recommended    


as  this  patient's  analgesic  agent 
for  "prn"  use 

•  Recommended    

as  this  patient's  cough/cold 
nonprescription  treatment 

•  Other:     


•  Foot  care:  avoid  abrasives  ■ 
salicylic  acid,  lactic  acid 

Skin  care:     

Bulk  laxatives:    
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Send  your  great  recipes  to  the 
editor,  Ed  Bryant.  He  is  the  official 
taste  tester  and  needs  recipes  to 
test  his  taster. 

Stuffed  Green  Pepper 

(Microwave) 

by  Frances  Allen 

from  Columbia,  Mo. 

4  large  green  peppers 
1  lb.  lean  ground  beef 

1  small  onion  chopped 

2  cups  of  cooked  rice 

1  8-oz.  can  tomato  sauce  (Vz-cup 
milk  may  be  substituted  instead 
of  tomato  sauce) 

1  Tbs.  chopped  celery 

Dash  of  pepper 

1  tsp.  Lawry's  no  salt  seasoning 

Cut  thin  slice  from  stem  end  of 
pepper.  Remove  seeds  with  tea- 
spoon and  discard.  In  IVz-qt.  glass 
casserole,  combine  onion  and 
ground  beef.  Place  in  microwave 
oven  and  cook  2-3  minutes  on  full 
power. 

Add  remaining  ingredients  ex- 
cept peppers;  mix  well.  Stuff  pep- 
pers with  mixture  and  place  in  cas- 
serole dish.  Cover  with  plastic 
wrap  and  microwave  15  minutes  on 
medium;  check  for  doneness  and 


Blood  and  Urine  Sugar  Testing 


Lately,  or  in  the  last  two  or  three 
years,  blood  monitoring  has  really 
come  into  the  forefront  as  the  thing 
to  do.  Now  we  have  test  strips  and 
numerous  machines  to  read  the 
strips.  Everybody  should  be  doing 
blood  monitoring. 

Unfortunately,  what  people  have 
done  is  throw  out  urine  testing  as 
outmoded  and  not  useful.  This  has 
caused  several  problems.  We  as 
diabetics  need  to  do  a  combination 
of  blood  and  urine  tests,  for  a 
number  of  reasons.  One  is  that 
blood  testing  will  tell  you  what  your 
blood  sugar  is  at  that  moment  in 
time.  For  instance  if  you  do  four 
blood  sugar  tests  a  day  you  will 
know  what  your  blood  sugar  is  be- 
fore breakfast,  lunch,  supper,  and 
bedtime.  It  won't,  however,  tell  you 
what  has  transpired  between  those 
times,  for  example  between  break- 
fast and  lunchtime.  If  your  blood 
sugar  goes  over  a  certain  point, 
that  being  about  180  to  200,  then 
the  sugar  will  start  to  spill  out  in 
your  urine.  If  it  does  this  sometime 
between  breakfast  and  lunch,  you 
won't  know  unless  you  test  your 
blood  or  prick  your  finger  every 
few  minutes.  Your  bladder  will  act 
as  a  reservoir  and  if  you  test  your 
urine  before  lunch  then  you  will 
pick  up  any  glucose  that  is  spilled. 
If  you  don't  do  urine  tests  you 
won't  know  if  sugar  is  spilling  be- 
tween meals. 

The  other  big  issue  is  that  you 
don't  test  for  ketones  simply  by 
doing  blood  sugar  testing.  If  you 
are  getting  sick  or  something  is 
going  haywire  you  won't  pick  this 


up  by  just  doing  blood  sugar  test- 
ing. Again,  you  will  only  know  if  ke- 
tones are  present  if  you  do  urine 
tests.  In  some  Instances  the  blood 
sugars  do  not  have  to  be  terribly 
high  before  you  begin  to  spill  ke- 
tones. Consequently,  some  people 
can  go  pretty  far  into  an  illness  if 
they  only  monitor  their  blood 
sugars  and  not  their  urine  sugars. 

What  Are  Ketones? 

Most  usually,  when  your  blood 
sugar  gets  high  your  body  will 
react  adversely  because  you  are 
lacking  enough  insulin  to  get  glu- 
cose into  the  cells.  It  it  is  allowed 
to  accumulate  in  your  blood  and 
gets  to  a  certain  point,  your  body 
starts  to  break  down  fat  and  use  it 
as  glucose.  In  other  words,  your 
body  needs  more  glucose  to  feed 
itself  so  it  starts  to  produce  more 
glucose  by  breaking  down  fat. 

Actually,  what  you  need  is  more 
insulin  so  sugar  can  get  inside  the 
cells.  When  your  body  breaks 
down  fat,  acetones  or  ketones 
form  (these  words  are  used  inter- 
changeably). Ketones  cause  your 
blood  to  be  more  acidic,  and  that 
causes  a  lot  of  internal  changes  to 
take  place.  Your  blood  counts  get 
out  of  whack  and  you  become  ace- 
dotie,  which  can  lead  to  some  se- 
vere problems!  You  must  be  care- 
ful to  catch  this  problem  quickly!  It 
occurs  most  frequently  when  you 
are  sick.  Acidosis  can  occur  very 
rapidly.  If  you  are  spilling  ketones, 
it  is  a  warning  signal  that  things  are 
really  out  of  kilter.   When   sugar 


does  not  get  into  our  cells,  our 
body  feeds  on  itself!  During  starva- 
tion, ketones  (acetones)  go  up, 
and  the  body  uses  its  fat. 

In  summary,  we  might  explain 
the  difference  between  blood 
sugar  and  urine  sugar  testing 
(monitoring)  by  analogy  with  a  tele- 
vision set.  For  example,  some  TVs 
have  both  a  rough  tuning  and  a 
fine-tuning  control.  We  turn  the 
rough  tuning  knob  to  get  things 
sort  of  right.  The  fine-tuning  knob 
is  used  to  "home  in"  and  get 
things  "just  right."  Urines  are  a 
good  rough  tuning.  They  give  you 
an  overview  of  what  is  happening: 
you  will  know  if  you  are  spilling  a 
lot  of  sugar  into  your  urine.  Is  your 
blood  sugar  constantly  over  the 
threshold,  the  level  at  which  you 
spill  sugar  into  the  urine?  Are  you 
spilling  ketones,  and  are  you  run- 
ning high  based  on  the  urines?  The 
fine-tuning  is  the  blood  sugar.  If 
your  blood  sugars  are  too  high  or 
too  low,  you  can  decide  whether  to 
change  your  medication,  or  what- 
ever. 

It  is  dismaying  to  know  that 
many  people  are  now  saying  that 
urine  testing  is  worthless.  They  are 
worth  a  lot  as  long  as  there  is  blood 
testing  to  compliment  what  the 
urine  testing  tells  us.  The  hemo- 
globin, or  hemoglobin  A1C  test, 
adds  to  both  the  urine  and  blood 
sugar  test.  They  all  compliment 
each  other. 

We  diabetics  should  want  as 
much  information  as  we  can  to  take 
care  of  ourselves. 


cook  3  minutes  longer  if  needed 
(conventional  oven  350°  for  45  min- 
utes). 

Yield:  4  servings.  Calories:  390 
per  serving.  Diabetic  Exchanges:  3 
meats,  2  veg.,  2  breads. 

Fniit  Bavarian  Cream 

by  Frances  Allen 
from  Columbia,  Mo. 

2  packets  low-calorie  whipped 
topping  mix 

1  cup  skim  milk 

18  packets  low  calorie  NutraSweet 
sweetener 

2  envelopes  unflavored  gelatin 
IV2  cups  evaporated  skim  milk 
V2  cup  water 

3  egg  yolks  plus  2  whole  eggs 

2  cups  frozen  unsweetened  fruit, 
thawed  and  drained  (cherries, 
blueberries,  peaches  or 
strawberries) 

1  Tbs.  unsweetened  lemon  juice 

Prepare  whipped  topping  ac- 
cording to  package  directions 
using  1  cup  of  skim  milk  instead  of 
water.  To  prepare  whipped  topping 
fold  in  8  packets  of  low  calorie 
sweetener.  Set  aside.  In  a  sauce- 
pan combine  gelatin,  skim  milk, 
water  and  eggs.  Whisk  while  heat- 
ing over  low  heat  just  until  gelatin 
is  dissolved  and  mixture  thickens 
slightly.  Remove  from  heat,  stir  in 
10  packets  of  low  calorie  sweeten- 
er. Chill  30  minutes  or  until  cooled. 
Fold  custard  mixture  into  whipped 
topping.  Coarsely  chop  1  cup  fruit 
and  puree  remaining  cup.  Fold  in 
fruit  and  lemon  juice.  Pour  into 
8-cup  mold  sprayed  with  Pam.  Chill 
in  refrigerator  4  hours  or  until  set. 
Unmold  and  garnish  with  extra 
fruit. 

Yield:  8  servings,  1'/3  cups  each. 
Calories  per  Serving:  130.  Diabetic 
Exchanges:  V2  skim  milk,  V2  meat 
(med.  fat),  V2  fruit. 

Ranger  Cookies 

by  Linda  Carstens 
from  Virginia,  Mn. 

2  cups  flour 
1  tsp.  soda 

1  tsp.  salt 

2  cups  oatmeal 
2  cups  cereal  (any  kind  —  I  like 

rice  krispies) 
1  cup  coconut  (purchase  fresh 

coconut  from  health  food  store) 
V2  cup  oil  and  V2  cup  lard 

1  soup  spoon  sweet  ten 
V2  bottle  low  calorie  syrup 

2  eggs 
2  tsp.  vanilla 
1  cup  walnuts  (opt.) 
2/3  cup  milk 

Mix  together  —  drop  by  tea- 
spoonful  on  cookie  sheet.  Bake  at 
375°  for  about  12  to  15  minutes. 
Keeps  best  in  refrigerator. 

Yield:  48  cookies;  24  servings. 
Calories:  210  per  serving.  Diabetic 
Exchanges:  for  2  cookies,  1  bread 
and  3  fats. 
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Support  Group  Concentrates 
on  People  and  Support 


by  Valorie  Powell 


Valorie  Powell  has  had  diabetes  for 
31  years,  has  had  proliferative  re- 
tinopathy and  is  a  kidney  trans- 
plant recipient.  She  has  a  B.S.  de- 
gree in  Health  Education  and  coor- 
dinates ''The  Exchange  List"  sup- 
port group  for  people  with  diabetic 
complications  for  the  Utah  Affiliate 
of  the  American  Diabetes  Associa- 
tion. She  also  serves  as  a  consul- 
tant to  the  Utah  Diabetes  Control 
Program. 


"The  Exchange  List"  is  the  sup- 
port group  I  belong  to.  It  was  or- 
ganized for  long-term  diabetics  ex- 
periencing complications  of  their 
diabetes.  It's  based  in  Salt  Lake 
City  and  is  sponsored  by  the  local 
affiliate  of  the  American  Diabetes 
Association. 

We're  a  great  group  of  people! 
We  have  a  good  time.  We  meet 
once  a  month  for  lunch  and  talk 
about  anything  we  want  to.  Invari- 
ably, the  diabetes  and  its  accompa- 
nying problems  are  atways  dis- 
cussed and  a  lot  of  information,  ad- 
vice, etc.,  gets  passed  around  — 
but,  in  an  informal  way.  It  works  for 
us.  Sometimes  we  invite  resource 
people  (ophthalmologists,  social 
workers  and  the  like)  to  join  us  and 
they  end  up  learning  as  much  from 
us  as  we  do  from  them. 

I  believe  the  reason  for  our  suc- 
cess is  that  we  concentrate  on 
people  and  support  rather  than  on 
problems.  It  wasn't  always  that 
way,  we  tried  a  lot  of  other  ap- 
proaches. 

For  me,  as  for  many  people,  re- 
tinopathy hit  hard  and  then  snow- 
balled. In  1978, 1  lost  the  sight  in  my 
right  eye  to  neovascular  glaucoma 
which  was  secondary  to  severe 
proliferative  retinopathy.  I  also  suf- 
fered with  corneal  abrasions  and 
cataract.  The  year  was  filled  with 
lasers,  surgery,  eye  patches  and 
constant  pain  —  not  to  mention 
what  was  taking  place  emotional- 
ly. 

But  I  was  blessed.  I  had  incredi- 
ble and  consistent  support  from 
my  family  and  many  friends.  As  a 
result,  whenever  I  would  sit  in  an 
eye  care  center  waiting  room  and 
realize  that  there  were  people  sit- 
ting around  me  who  were  ex- 
periencing the  same  things  and 
had  no  one  to  help  them  through  it, 
something  would  hurt  inside  me.  It 
was  something  that  I  could  see  on 
their  faces.  It  was  something  I 
couldn't  ignore. 

So,  I  decided  to  organize  a  sup- 


port group  in  the  summer  of  1979.  I 
realized  that  it  needed  official 
backing  from  some  source.  I  got 
that  endorsement  from  the  execu- 
tive director  of  the  local  affiliate  of 
the  ADA  and  from  my  ophthalmolo- 
gist, who  aside  from  being  genuin- 
ely concerned,  was  also  well  re- 
spected in  the  treatment  of  retinal 
disease.  My  doctor  was  instrumen- 
tal in  encouraging  the  support  of 
his  colleagues  in  this  effort. 

At  that  time  in  Salt  Lake  City,  two 
ophthalmologists,  one  of  whom 
was  my  doctor,  handled  90%  of  the 
laser  treatments  for  retinopathy. 
They  both  agreed  to  send  a  letter 
to  their  diabetic  patients  informing 
them  that  a  support  group  was 
going  to  be  organized.  The  pa- 
tients were  also  asked  to  fill  out  a 
questionnaire  regarding  their 
needs  and  were  invited  to  attend  a 
lecture  on  retinopathy.  Of  approxi- 
mately 300  letters  that  were  mailed 
out,  over  100  people  returned 
questionnaires  which  provided 
names  for  a  mailing  list.  Around  40 
people  attended  the  initial  lec- 
ture. 

Meeting  times  and  places  for  the 
support  group  were  announced.  A 
social  worker  became  involved.  Ev- 
erything seemed  as  if  it  would  real- 
iy  come  together  at  this  point.  Dis- 
appointingly though,  it  didn't.  Or>ly 
a  handful  of  people,  most  of  the 
time  less  than  a  half-dozen,  and 
sometimes  only  one  or  two,  would 
show  up.  It  seemed  as  if  people 
didn't  really  want  to  block  off  a  por- 
tion of  their  free  time  to  mull  over 
their  very  serious  problems  and  be 
confronted  with  the  threatening 
prospect  of  other  people's  prob- 
lems. It  was  depressing.  It  was  ob- 
vious that  nobody  wanted  to  be- 
come more  depressed. 

At  that  point  in  time,  we  called 
ourselves  "The  Diabetic  Retino- 
pathy Support  Group"  and  being 
the  determined  people  we  were, 
we  kept  trying.  We  got  publicity  — 
even  a  television  interview  —  and 
the  efforts  did  bring  in  people  for  a 
short  time.  However,  we  really 
weren't  filling  their  needs  and  they 
would  drop  out  again,  so  that  all  of 
our  efforts  were  going  into  con- 
stantly recruiting  rather  than  sup- 
porting. It  was  a  frustrating  situa- 
tion. 

We  decided  to  alter  our  ap- 
proach. We  began  by  offering  a 
year's  worth  of  educational  lec- 
tures on  issues  concerning  long- 
term  diabetics  with  complications. 
We  scheduled  a  room  at  the  public 


library  once  a  month.  In  one  way 
we  had  more  success.  We  were 
bringing  in  more  people  and  they 
seemed  to  keep  coming.  But 
something  was  still  lacking.  It  was 
the  element  of  support.  People 
would  come,  receive  a  lot  of  infor- 
mation and  leave  —  without  really 
getting  to  know  anyone  else  in  the 
room. 

So  we  asked  the  people  who 
kept  coming,  "What  would  you  re- 
ally like?"  The  answer  was  an 
unanimous  one  —  FOOD!  As  a  re- 
sult, in  the  fall  of  1983  we  began  to 
meet  for  lunch.  Our  new  name 
"The  Exchange  List"  was  a  natural 
because  of  the  emphasis  on  food, 
support  and  diabetes.  Our 
numbers  doubled. 

We  wanted  to  keep  the  educa- 
tional aspect  alive  so  we  also  invit- 
ed people,  as  I  mentioned,  to  join 
us.  They  were  not  asked  to  prepare 
a  formal  lecture  but  rather  to  come 
and  answer  questions  from  group 
members  in  their  area  of  expertise. 
A  bonus  to  all  this  was  the  special- 
ists came  away  learning  a  lot  about 
what  it  really  means  to  be  a  diabe- 
tic with  complications  and  their 
awareness  and  compassion  were 
enhanced.  However,  there  were 
several  problems  with  inviting 
guest  specialists.  First  of  all,  we 
were  growing  so  large  that  it  was 
hard  for  them  to  be  heard  and  for 
people  to  ask  the  questions  that 
they  wanted  to.  Members  were 
also  forming  deep  friendships 
within  the  group  and  often  spent 
more  time  in  nurturing  those 
friendships  than  in  paying  atten- 
tion to  the  sometimes-neglected 
guest.  (Actually,  this  was  a  healthy 
sign  because  it  meant,  at  long  last, 
that  SUPPORT  was  occurring.  And 
that  really  is  what  we  are  all  about.) 
At  the  present  time,  anyone  who 
wants  to  come  is  invited  and  en- 
couraged but  we  don't  emphasize 
the  guest  speaker  component.  We 
plan  to  become  deeply  involved  in 
stressing  long-term  diabetic 
issues  at  an  information  fair  spon- 
sored by  the  Utah  ADA  this  fall  and 
see  it  this  is  a  better  approach  to 
addressing  our  educational 
needs. 

We  are  constantly  evolving.  Last 
year  we  invited  anyone  who  was  in- 
terested in  becoming  more  deeply 
involved  to  join  an  organizational 
committee.  We  had  a  good  re- 
sponse and  the  people  who  joined, 
signed  commitment  forms  for  a 
specified  period  of  time.  The  areas 
covered  by  this  committee  include: 


1)  Maintenance  —  secretarial/trea- 
surer duties,  2)  Hospitality  —  call- 
ing members  on  a  monthly  basis  to 
invite  them  to  the  next  meeting  and 
introducing  new  members  to  the 
group,  3)  Outreach  —  calls  to  hou- 
sebound people,  making  members 
aware  of  the  illness  or  hospitaliza- 
tion of  another  member  and  mail- 
ing get-well  cards,  4)  Telephone 
Peer  Counseling  —  contacts  with 
people  who  are  referred  to  us  and 
referral  to  other  resources.  Peer 
counselors  receive  some  training 
and  are  also  responsible  for  seeing 
that  information  packets  are  mailed 
to  potential  members,  5)  Activities 
Coordination  —  involving  members 
in  volunteer  and  social  activities 
other  than  lunch. 

I'm  not  someone  who  sits 
around  and  feels  sorry  for  myself 
and  neither  are  the  other  members 
of  "The  Exchange  List."  I've  had 
more  fun  with  this  group  of  people 
than  with  almost  anyone  I  can  think 
of.  It  may  be  because  we  all  appre- 
ciate and  revere  life  so  deeply  and 
that  attitude  is  reflected  in  the  cel- 
ebration of  the  moment.  I'm  en- 
couraged by  the  past  and  hopeful 
for  the  future. 

If  your  area  needs  a  support 
group  —  set  one  up!  Get  the  sup- 
port of  important  physicians  and 
groups  like  the  ADA,  The  National 
Federation  of  the  Blind,  The  Na- 
tional Kidney  Foundation,  state 
service  organizations  for  the  vi- 
sually handicapped  and  anyone 
else  you  can  think  of.  If  your  slate 
has  a  local  Diabetes  Control  Pro- 
gram, they  can  help  a  great  deal. 
Don't  get  discouraged  if  it  doesn't 
work  right  away  —  keep  experi- 
menting, it's  worth  it.  May  you 
enjoy  enormous  success  —  Good 
Luck! 


Addendum:  Valorie  Powell  is  a 
member  of  our  support  group  net- 
work, the  Diabetic  Division  of  the 
National  Federation  of  the  Blind. 
Valorie  provides  us  with  good  ad- 
vice about  the  needs  and  benefits 
of  a  support  group.  She  also 
shares  words  of  wisdom  on  how  to 
set  up  such  a  group. 

If  you  are  interested  in  starting  a 
local  support  group  please  feel 
free  to  contact  us.  We  have  vol- 
umes of  information  that  is  perti- 
nent to  such  a  project.  By  joining 
the  Diabetic  Division  of  the  Nation- 
al Federation  of  the  Blind  you  will 
be  part  of  a  dynamic  organization. 
We  can  work  together. 
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What  You  Always  Wanted  To  Know 
But  Didn't  Know  Where  To  Ask 


(Resource  List) 


With  over  50,000  members,  ttie 
National  Federation  of  ttie  Blind 
(NFB)  is  the  largest  organized 
group  of  blind  people  in  the  world. 
The  NFB  has  accumulated  lots  of 
information  on  all  subjects  relating 
to  blindness.  You  are  cordially  in- 
vited to  contact  the  National  Feder- 
ation of  the  Blind  with  any  ques- 
tions that  you  might  have.  We  are 
located  at  1800  Johnson  Street, 
Baltimore,  MD  21230.  Our  phone 
number  is  (301)  659-9314. 

We  do  not  endorse  the  following 
products  and /or  materials,  but 
simply  state  their  availability. 

Equipment 

1.  Braille  Clinical  Thermometer: 
A  nonbreakable  metal  Fahrenheit 
thermometer,  oral  or  rectal  tem- 
perature. Covers  range  of  94  to  108 
degrees,  scale  marked  with  raised 
dots.  Cost  $32.95  4-  $3.00  p/h.  Con- 
tact: LS&S  Group,  P.O.  Box  673, 
Northbrook,  IL  60065.  Phone  toll- 
free:  1-800-468-4789,  in  Illinois  (312) 
498-9777. 

2.  Audo-A-Meter  clinical  ther- 
mometer: Stainless  steel  probe  for 
oral  or  rectal  temperature,  plugs 
into  sound  box.  Temperature  is 
read  by  turning  a  knob  on  the 
sound  box  to  the  point  of  minimum 
(null)  and  reading  the  raised  dot 
scale.  Cost  $135.00.  Contact: 
Science  Products,  Box  A,  South- 
eastern, PA  19399.  Phone  toll-free 
1-800-822-7400;  in  Pennsylvania  1- 
800-222-5148. 

3.  Char-Mag  Magnifier.  A  syringe 
snaps  into  the  clip  system  of  the 
magnifier  and  after  adjustment  of 
the  numbers  on  the  syringe  toward 
the  front,  it  is  ready  to  use.  Fits 
both  the  B-D  and  IVIonoject  U100 
disposable   syringes.   With   some 


Are  You 
A  Member?- 


It  costs  $2.00  to  become  a 
member  of  the  Diabetic  Divi- 
sion of  the  National  Federa- 
tion of  the  Blind.  All  members 
receive  correspondence  re- 
garding pertinent  matters 
about  divisional  activities. 
Hospitals  and  various  inter- 
ested agencies  usually  pay 
the  $6.00  subscription  fee  for 
our  newsletter  and  thus  cir- 
cumvent receiving  interdivi- 
sional  correspondence.  If  you 
desire  to  become  a  member 
of  our  organization,  then  most 
certainly  join  for  a  mere  $2.00 
but,  if  you  want  only  to  sub- 
scribe to  "The  Voice,"  the 
cost  is  $6.00  per  year. 


adjustment,  it  will  also  fit  the  B-D 
low  dose  insulin  syringe  Entire 
barrel  of  syringe  is  magnified. 
Price:  1-5  magnifiers  $4.80  each. 
Contact:  Charlotte  Zipter,  4869  N. 
Navajo  Ave.,  Milwaukee,  Wl  53217. 
Phone:  (417)  962-6059. 

4.  Syringe  Magnifier.  Clips  on  to 
your  syringe.  Fits  all  disposable 
and  permanent  type  syringes.  Clip 
is  made  of  stainless  steel.  Un- 
breakable. Price:  $4.00  each.  Con- 
tact: CEMCO,  P.O.  Box  21,  Scan- 
dia,  MN  55073. 

Pill  and  Capsule  Aids 

Apex  Medical  Corporation 
3505  Phillips  Ave.,  P.O.  Box  88008 

Sioux  Falls,  SD  57105-8008 
Toll  free  number:  1-800-328-2935 

Apex  products  are  sold  nation- 


wide in  pharmacies  If  your  phar- 
macy does  not  carry  the  desired 
product,  they  can  order  it  from 
Apex.  You  can  order  direct  from 
Apex,  but  there  is  a  $50.00  mini- 
mum order  required.  Your  phar- 
macy might  carry  the  same  prod- 
ucts from  a  different  corporation. 
Pill  organizers  and  reminders: 

1.  Available  are  a  seven-day  pill 
box  (medium  size  $1.49,  large  size 
($1 .89)  and  a  multiple  seven-day  pill 
box  (medium  size  $6.95,  large  size 


$8.95),  The  multiple  container 
allows  space  for  seven  days,  each 
day  there  are  slots  for  four  doses 
of  medicine.  Both  the  single  and 
the  multiple  dosage  boxes  are 
marked  in  braille  and  have  raised 
letters  in  black. 

2.  Pocket  and  purse  pill  boxes; 
Aspirin-tin  size  with  a  safety  catch 
lid,  cost  $.79  each. 

3.  Pill  splitter:  This  item  splits  pill 
in  half,  cost  $6.95. 

Discount  Prescription  Drugs 

Generic  and  brand-name  pre- 
scription items  and  vitamins  avail- 
able to  you  by  mail  at  savings  up  to 
50%.  Hours  are  9  am  to  9  pm  Cen- 
tral Standard  Time.  Send  no  money 
with  order,  no  postal  charges,  sat- 
isfaction guaranteed.  This  com- 
pany also  sells  Lilly  Insulins, 
Squibb  Insulin,  Monoject  and  B-D 
Syringes.  For  information  contact: 
Feld  Drug  Prescription  Service 

5023  G  rover  Street 

Omaha,  Nebraska  68106-9990 

Toll  Free:    1-800-228-3353 

Nebraska:   1-800-642-1455 

(Continued  on  page  12.) 


PERMISSION  TO  COPY 

We  grant  anyone  permission  to  copy  any  portion  of  our  newsletter.  We 
ask  only  that  you  let  whomever  receives  a  copy  know  where  it  comes 
from  and  how  to  contact  us. 


FORM  FOR  SUBSCRIPTION,  DONATION  OR  MEMBERSHIP 

Membership  in  the  Diabetic  Division  of  the  National  Federation  of  the  Blind  (NFB)  costs  $2.00  yearly,  tax 
deductible.  However,  production  costs  for  Voice  of  the  Diabetic  run  about  $6.00  per  year  for  each  sub- 
scription. Members  are  invited  and  non-members  are  requested  to  cover  this  cost.  If  you  wish  to  join  the 
NFB  Diabetic  Division,  subscribe  to  Voice  of  the  Diabetic,  and/or  make  a  donation,  please  mark  the 
appropriate  boxes  and  fill  in  the  blanks  below. 

D     I  wish  to  join  the  NFB  Diabetic  Division.  My  donation  of  at  least  $2.00  is  enclosed.  (Membership  entit- 
les you  to  a  newsletter.) 

D     I  do  not  wish  to  join  at  this  time;  enclosed  is  my  donation  of  at  least  $6.00  to  start  my  subscription. 

I  wish  to  receive  the  Voice  of  the  Diabetic  ... 

(Choose  one) 

Q     in  print  only  D     on  cassette  tape  only  Q     both  in  print  and  on  tape 

Cassette  tapes  provided  on  loan  to  blind  or  visually  impaired  members  at  no  extra  cost. 

D    I  wish  to  support  the  Diabetic  Division  of  the  National  Federation  of  the  Blind  with  my  tax  deductible 
contribution  of  $ 

Please  print  clearly. 

Name 

Address    . 

City    


State 


Zip. 


Telephone  Number  ( . 


Send  this  form  or  a  facsimile  along  with  your  check  to  our  treasurer: 

Carol  Anderson,  23  Lake  Shore  Drive  South,  Randolph,  NJ  07869 

Please  make  all  checks  payable  to  the  NATIONAL  FEDERATION  OF  THE  BLIND. 
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Resource  List 

(Continued  from  page  11.) 

Braille  Materials 

Thermoform  Braille  materials 
(hand  copied)  costs  nine  cents  per 
page.  There  is  a  $.75  charge  for 
each  volume  for  binding  and  label- 
ing. 

1.  Daily  Menu  Guide:  1000-1500 
calories  and  exchange  lists,  Eli 
Lilly  and  the  American  Diabetes 
Association,  volume  1,15  pages. 

2.  Wea/  Planning  with  Exchange 
Lists:  volume  1,  35  pages.  Order 
from:  The  Braille  Institute  of  Ameri- 
ca. 741  North  Vermont  Ave.,  Los 
Angeles,  CA  90029;  phone  (213)  663- 
1111. 


Cassettes 

1 .  Diabetes,  The  New  Approach, 
by  Milton  J.  Brothers,  M.D.  This 
book  goes  into  detail  and  explains 
"the  attitudes  about  diabetes."  It 
discusses  the  nature  of  the  dis- 
order, therapeutic  approaches  to 
diabetes,  the  complications  of  dia- 
betes, and  living  with  diabetes.  It 
can  be  ordered  from  regional  li- 
braries for  the  blind  and  physically 
handicapped. 

2.  Three  casettes  which  explain 
the  following:  Exchange  list  for 
meal  planning,  glossary  and  con- 
version recipe  calculation  for  Ori- 
ental coo(<ing,  solving  the  food 
label  mystery,  daily  guides  to  dia- 
betic meal  planning,  food  and  nu- 
trition terms.  The  cost  is  $1.50  per 


tape  and   they   are   classified   as 
series  one.  Order  from: 

Guild  for  the  Blind 

180  North  Michigan  Avenue  1720 

Chicago,  IL  60601 

Print  Materials 

1 .  Just  Desserts:  A  Collection  of 
De"lite"ful  Recipes.  Cost  $8.95  in- 
cluding shipping.  Order  from: 

ADA 

Rochester  Chapter 

797  Elmwood  Ave. 

Rochester,  NY  14620 

2.  Pamphlets  and  Books:  Ken- 
tucky Diabetes  Foundation  offers  a 
collection  of  educational  materials 
for  diabetes  patients  and  profes- 
sionals. Some  of  the  information  is 
as  follovtrs: 


a)  Insulin  Facts 

b)  Urine  Testing 

c)  Nutrition  Guide 

d)  High  &  Low  Blood  Sugar 

e)  Blood  Sugar  Testing 

f)  Healthy  Hygiene 

Cost     is     $2.00     each,     (address 
below) 

3.  Health  Professional  Resource 
Books: 

a)  Diabetes  Melletus:  cost  $4.75 

b)  A  Professional  Approach;  cost 
$4.00 

c)  Meal  Planning;  cost  $4.50 

For    more    information    and    to 

order  contact: 

Kentucky  Diabetes  Foundation 

120  North  Eagle  Creek  Dr. 

Lexington,  Kentucky  40509 

Phone:   (606)  268-3034 


Tidbits  and  Humor 


Aids  and  Appliances 

Martha  Laque  is  chairperson  of 
our  Aids  and  Appliances  Commit- 
tee and  announces  the  following: 
We  have  a  new  list  of  Instruments 
that  will  enable  the  blind  person  to 
independently  self-manage  his  or 
her  diabetes.  Talking  blood-glu- 
cose monitoring  instruments,  mag- 
nification devices,  and  devices  that 
the  blind  can  use  to  accurately 
draw  up  insulin  are  just  some  of 
the  products  we  have  information 
on. 

Our  resources  have  been  record- 
ed onto  tape,  and  the  cost  is  $1.00. 
There  is  no  charge  however,  for  a 
print  copy  of  our  resource  list,  but 
we  do  ask  that  you  send  a  self-ad- 
dressed, stamped  envelope. 

Martha  asks  to  be  notified  if  you 
know  of  any  new  or  interesting  de- 
vices that  the  blind  diabetic  might 
use  to  control  the  disease  since 
our  resource  list  is  periodically  up- 
dated. 

Please  send  all  information  and 
orders  to: 

Martha  Laque 

284  Caddo  St. 

San  Antonio,  TX  78211 

Phone  (512)  924-7606  or 

(512)  927-3882 

Did  You   Know? 

The  National  Federation  of  the 
Blind  is  not  an  organization  speak- 
ing for  the  blind.  We  are  the  blind 
speaking  for  ourselves. 

Cassette  Tapes 

The  South  Dakota  State  Library 
for  the  Blind  and  Physically  Handi- 
capped provides  cassette  tapes 
and  holders  for  Diabetic  Division 
members  at  absolutely  no  cost  to 
our  division.  This  saves  us  a  rather 
substantial  amount  of  money  and 
the  South  Dakota  Library  has  only 
one  requirement.  The  cassettes 
are  their  property  and  must  be  re- 
turned or  they  will  not  send  an- 
other. They  say  "Thanks"  to  peo- 
ple who  return  their  cassettes  with- 
out too  much  delay.  If  you  want  a 


newsletter  cassette  to  keep,  send 
$1.00  to  the  editor  and  you  will  be 
sent  your  own  tape. 

Be  Kind 

Kind  Hearts  are  the  gardens 
Kind  Thoughts  are  the  roofs 
Kind  Words  are  the  flowers 
Kind  Deeds  are  the  fruits 

—  (Author  Unknown) 

We're  Happy 

Ken  and  Linda  Carstens  from  Vir- 
ginia, Mn.  sent  us  the  following: 
"The  secret  of  happiness  is  to 
count  your  blessings  while  others 
are  adding  up  their  troubles". 

Address  Changes 

The  majority  of  our  mail  is  sent  at 
the  non-profit  bulk  rate  mailing 
cost.  If  you  receive  "The  Voice" 
and  move,  we  ask  that  you  notify 
our  editor  Ed  Bryant,  and  give  him 
your  new  address  and  phone 
number  (confidentiality  guaran- 
teed). If  we  do  not  know  when  you 
move,  you  will  not  receive  our 
newsletter  because  bulk  rate  mail, 
if  undeliverable,  is  not  returned  to 


Q:  Why      do       gardeners       hate 

weeds? 
A.  If  you  give  them  an  inch  they 

take  a  yard. 

Tape  and  Record  Players 

All  blind  people  are  entitled  to  a 
cassette  player  and  disc  record 
player.  Regional  libraries  for  the 
blind  and  physically  handicapped 
provide  this  equipment  at  no 
charge  for  those  of  us  who  are 
blind.  This  enables  we  the  blind  ac- 
cessibility to  reading  materials  that 
we  might  not  otherwise  be  able  to 
take  advantage  of. 

The  tape  players  play  cassettes 
on  normal  and  slow  speeds.  When 
recorded  at  the  slow  speed,  more 
can  be  recorded  on  the  tape.  How- 
ever, the  recorders  purchased  with 
the  ability  to  play  on  the  slow 
speed  cost  considerably  more.  All 
blind  people  should  be  aware  of 


these  facts  because  many  things 
they  might  want  to  read  will  be  re- 
corded at  a  slower  speed. 

To  receive  the  equipment  you 
want,  contact  your  regional  library 
for  the  blind  and  physically  handi- 
capped. For  assistance  in  locating 
your  library,  you  can  contact  your 
local  library  or  telephone  the  Na- 
tional Library  Service  for  the  Blind 
(part  of  the  Library  of  Congress). 
Phone  toll  free:  (800)  424-8567,  or  in 
Washington  D.C.  (202)  287-5100. 

Paint!  Paint!  Paint! 

You  will  burn  up  400  calories  if 
you  spend  one  hour  painting  your 
house.  Plan  ahead  and  avoid  an  in- 
sulin reaction.  Keep  sugar  or 
candy  nearby  and  paint  paint 
paint! 

Support  Group  Meeting 

This  group  meets  once  a  month 
and    has    free    glucose    testing. 
Usually  they  serve  diabetic  cook- 
ies and  crackers,  exchange  reci- 
pes and  diet  drinks  (soda),  and 
have  their  dietician  on  hand  to  an- 
swer any  questions.  There  is  also  a 
keynote  speaker.  Martha  J.  Olej- 
niczak  is  the  Coordinator,  and  can 
be  reached  at: 
The  Range  Diabetic  Association 
Gogebic  County,  Michigan 
P.O.  Box  161 
Wakefield,  Ml  49968 
Phone:  (906)  224-2871 

Support  Group  Meeting 

Support  groups  (free)  are  held 
the  fourth  Monday  of  each  month 
from  7-9  pm  at  the  Community  Edu- 
cation   Center.    Diabetic    classes 
($10.00  per  family)  are  held  during 
the  months  of  January,  April,  July, 
and  October  from  7-9:30  pm  for  four 
consecutive   Wednesdays   at   the 
Community  Education  Center.  For 
more  information  contact: 
Doris  Roberts,  R.N. 
Diabetic  Nurse  Educator, 
Mission  Community  Hospital 
27700  Medical  Center  Road 
Mission  Viejo,  CA  92691 
Phone:   (714)  364-7700 


Feeding  the  Baby  ... 

We  are  told  that  it  takes  80  calo- 
ries to  feed  a  baby  —  just  think  of 
the  calories  that  would  be  burned 
up  if  you  worked  in  a  nursery  and 
had  10-12  babies  to  feed. 

Tape  Trouble 

If  you  have  any  problems  with 
your  newsletter  tape  (such  as 
breakage  or  static),  please  let  the 
South  Dakota  State  Library  know. 
Tie  a  string  or  place  a  rubber  band 
around  the  tape  so  that  the  library 
knows  something  is  wrong  with  it. 
If  you  desire  to  order  another  tape, 
a  letter  must  be  enclosed  in  the 
cassette  holder. 

Education  is  the  Key 

Diabetes  educators  say  that  edu- 
cation about  the  disease  is  essen- 
tial. They  stress  and  teach  people 
how  to  take  care  of  themselves, 
what  to  do,  how  to  do  it,  what  they 
should  look  for,  what  they  should 
do  if  something  does  go  wrong, 
and  when  to  yell  for  help. 

O:  Why  is  a  pig  in  the  living  room 

like  a  house  on  fire? 
A:  Because  the  sooner  it  is  put  out 

the  better. 

Do  You  Know  ... 

We  are  told  that  it  takes  80  calo- 
ries to  do  laundry  if  a  washer  is 
used.  So  —  keep  them  clothes 
clean. 

Make  Your  Voice  Heard 

Since  I,  as  your  editor,  am  ulti- 
mately responsible  for  this  publica- 
tion, I  need  to  know  of  any  foul-ups 
or  goofs.  I  also  welcome  any  sug- 
gestions,  recommendations  and/ 
or  criticisms.  We  invite  you  to  send 
recipes  for  the  Food  Corner  and  ar- 
ticles   that    would    interest    our 
readers.  Send  your  great  ideas  to: 
Ed   Bryant 
111A  N.  Stadium  Blvd.  #162 
Columbia,  Missouri  65203 
Phone:   (314)  445-1928 


